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AREY’S 


Developmental Anatomy 


The New (6th) Edition of Dr. Arey’s highly respect 
study of embryology can now be truly called a classic jy 
its field. Over the past 30 years through 5 previous ed 
tions, the text has been meticulously revised, clarified, an 
polished until it has now reached a pinnacle. .\ pinna 
of excellence as a teaching instrument in Developments 
Anatomy. 


Although Arey is designed primarily for students, th 

physician’s library can not help but be enriched by 

addition. When you are faced with puzzling pathologica 

conditions, your whole viewpoint and thinking can } 
N freshened by again taking a look at the logical developmen 

CW of the intricate arrangements of human anatomy. 
you will welcome this side excursion into the excellent 
pages of Arey. And, of course, it’s invaluable if you nee 


6th an excellent reference to congenital anomalies. 


We can without hesitation term this revision a brand ne\ 
book. No page and scarcely a paragraph remain as beior 
ee Certain unwieldly topics such as the cardiovascular an 
Ed ition! urogenital systems have been sub-divided into shorter mor 
: easily digestible units. Simplicity and clarity have receive 

prime attention in this néw edition. 


An innovation has been introduced by indicating in larg 
type the basic information for which all students could 
reasonably be held accountable. Additional details for mor 
advanced medical workers has been set forth in smaller 
type. In this small type will also now be found a headi 
CAUSAL RELATIONS, under which is a brief sumin 
of what is pertinent to the developmental mechanics oi eac! 
organ or group. 


Part III, the Laboratory Manual section of almost 10) 
pages now contains a study of the 72-hour chick embry 
The study of the chick and pig embryos is thus 
complete than ever. 

Get a look at Arey—it’s a good book to have handy. 

By Lestie Bratnerp Arey, Ph.D., Sc.D., LL.D., Robert Laug! 


Professor of Anatomy, Northwestern University. 679 pages, 64%” 
illustrations on 630 figures. $9.50 New (6th 
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Our ideas as to cause, symptomatology, and manage- 
ment of the menopause have a more solid foundation 
than those concerning amenorrhea, dysmenorrhea, or 
functional bleeding. One must emphasize, however, that 
any discussion of the management of the menopause re- 
quires at least a fundamental knowledge of psychoso- 
matics, for this phase of a woman’s life is markedly in- 
fltrated and confused by symptoms and ideas that have 
no organic foundation. The lay expression “change of 
life’ in itself suggests a radical transformation in a 
woman and is probably instrumenta! in the production 
of many of the subjective phenomena seen in women at 
this period. Some familiarity with prevalent folklore and 
misconceptions pertaining to the menopause not only is 
of academic interest but can be utilized for more effectual 
therapeutics than any other single agent. 

It is uniformly accepted that the menopause is a sequel 
to ovarian failure that is generally not abrupt but more 
often preceded by a period of months or years during 
which there is beginning and increasing impairment of 
gonadal function. Menstruation may be abnormal and 
characterized by a failure to ovulate, with resultant im- 
balances in the ovarian-pituitary relationship. It is im- 
portant to bear in mind the sometimes rather prolonged 
span of impaired but continuing ovarian function, for it 
has a definite bearing on the understanding of certain 
types of menopausal and postmenopausal bleeding. Most 
gynecologists feel that failure to bleed for a year consti- 
tutes presumptive evidence of the menopause, although 
certain exceptions may be noted. 
































MENARCHE AND MENOPAUSE 


It is a curious fact that the ovary, apparently alone 
of all the endocrine glands, has a limited and foreor- 
dained span of functional life, embracing some 30 to 35 
years. It is generally, if not uniformly, accepted that all 
of the primordial follicles in an ovary are formed in 
embryonic life and that no additional ones are created. 
There is no doubt that postmenopausal ovaries are com- 
pletely lacking in follicles, although there is suggestive 
evidence that in certain instances there may be continued 
or renewed postmenopausal estrogenic function. Indeed, 










THE MENOPAUSE 


Edmund R. Novak, M.D., Baltimore 


some persons feel that such ovaries may be a factor 
in the evolution of postmenopausal hyperplasia or adeno- 
carcinoma. Although there have been several recent 
articles stressing the importance of postmenopausal ac- 
tivity of the ovarian stromal cells as a possible source of 
estrogen production with development of hyperplasia 
and adenocarcinoma, this can be regarded as only an un- 
proved, if enticing, hypothesis. 

Physiology of the Menopause.—In the majority of 
cases it seems that ovarian failure does take place, and 
as a result of estrogen deficit there is a rise of the pituitary 
gonadotrophins. Any discussion of the vagaries of the 
gonad must of necessity take into account the important 
and fundamental concept of the reciprocal relationship 
between the ovarian and pituitary hormones. Originally 
it was speculated that the menopausal syndrome was sec- 
ondary to a lowered pituitary gonadotrophic substance, 
but it is now well established that the primary defect is 
ovarian and that production of the pituitary hormones 
continues unimpaired and at a high level. One may well 
make a comparison with a group of skilled acrobats 
standing on a delicately balanced platform. If one of 
them steps off, the equilibrium is disturbed, and the plat- 
form sways and teeters until there is proper adjustment 
of the acrobats. At the menopause it is the ovary that 
falls out of line and thus temporarily disturbs the endo- 
crine relationships until an equilibrium can be obtained; 
it is during this transient era that a number of women 
manifest certain characteristic symptoms. A fundamental 
concept is that every woman must undergo physio- 
logical adjustment to cessation of ovarian function, and 
this is of utmost importance in therapy. As will be em- 
phasized later, protracted continuous estrogen adminis- 
tration will serve to postpone the inevitable adjustment 
in the ovarian-pituitary axis and prolong the symptoms. 

Symptomatology and Physical Changes.—Clinical 
manifestations of the menopause are much more impres- 
sive than those associated with the pubertal inauguration 
of menstrual function. No one will deny that many, and 
probably most, women pass the climacteric without un- 
due difficulties, but there is a small proportion in whom 
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symptoms are so severe as to constitute a problem neces- 
sitating therapeutic relief. The only clear-cut symptoms 
of estrogen deprivation, and those on which the need for 
treatment should be based, are the vasomotor group con- 
sisting of: (1) flushes that characteristically involve the 
head, neck, and upper thorax; (2) sweats that accom- 
pany or immediately follow the flushes but may be much 
more of a problem than the flushes; and (3) the so-called 
flashes, typified by hot tingling involving the whole body 
and generally less bothersome than the other vasomotor 
symptoms. The incidence and degree of these typically 
menopausal symptoms shows rather marked individual 
variation, so that precise statistics are difficult to arrive 
at. The most accurate approach to objectivity would ap- 
pear to accrue from estimates or counts of the frequency 
of flushes, sweats, and flashes, and an incidence of 10 to 
15% of all women in the menopause would seem to suffer 
such difficulties to an extent necessitating therapy. Mild 
or moderate vasomotor problems are the rule and gen- 
erally require only simple explanation and assurance that 
they are apt to be periodic and short-lived. At this 
point, the surgical or irradiation menopause may be 
mentioned, for it has acquired a reputation as being 
unduly severe, abrupt, and difficult to contend with. In 
my experience, this reputation is undeserved, for this 
type of climacteric parallels others with the usual varia- 
tions according to individual temperament. 

The aforesaid symptoms constitute the only ones in 
which a direct causal influence seems likely. On the 
other hand, many problems can be enumerated by pa- 
tients and certain physicians, and there is no denying that 
these are often encountered in clinical practice. Such 
symptoms as headaches, vertigo, fatigue, arthralgias, 
nervousness, irritability, and many others are frequently 
quoted, and while no one can state dogmatically that they 
may not be a sequel of estrogen withdrawal, it seems that 
they are probably more often functional in origin. There 
are frequently women who, even today, feel that an in- 
evitable sequel to the menopause is insanity, obesity, 
cancer, cessation of sex life, and hirsutism. In addition, 
it is easily understandable that a woman who has vaso- 
motor flushes and sweats, most common at night, may 
lose sleep and secondarily become tired, irritable, and 
nervous. It-requires no psychiatrist to see why such a 
woman may greatly overexaggerate her difficulties if she 
has preconceived erroneous ideas as to the menopause, 
and certainly “nervous breakdowns” are a not infrequent 
concomitant of the menopause. While it is fair to assume 
that this various array of neuropsychic symptoms is sec- 
ondarily due to the menopause, it cannot be concluded 
that estrogen deprivation per se is a causal factor, al- 
though some persons recognize an involutional melan- 
cholia as a specific menopausal entity. 

Physically, certain changes do take place in the woman 
in the climacteric apart from the general systemic proc- 
ess of growing older. There is a rather generalized atrophy 
of the genital tract, breasts, and bony structure (post- 
menopausal osteoporosis). The ovary becomes about 
the size of an almond, and as a result of its loss of func- 
tion further changes occur in other portions of the 
genitalia. The uterus involutes to about the size of one’s 
thumb and is generally lined by a flat, atrophic endo- 
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metrium, although there are not infrequent exceptions 
that may imply that estrogen is not always absent in the 
postmenopausal patient. There may occur considerabj, 
loss of vulvar fat and pubic hair, and characteristic 
changes occur in the vagina. In addition to constriction 
there is a marked thinning out of the epithelium lining 
the vagina. Instead of a thick squamous epithelium, one 
microscopically may see a lining of only a few cell layer; 
with subepithelial hemorrhages. Clinically, these changes 
are reflected by an annoying irritative discharge ang 
typical tiny petechiae in a generally pale vaginal mucosa, 
Similar changes may involve the urethral meatus. pro- 
ducing urinary irritability closely simulating cystitis, 


RATIONALE OF THERAPY 


Before deciding how a woman in the menopause should 
be treated, it would be well first to consider if she should 
be treated, and I should like to stress repeatedly a single 
basic fact. The mere fact that a woman is menstruating 
normally is proof positive that estrogen is being pro- 
duced in adequate amounts, and one should hardly ex- 
pect to find vasomotor symptoms unless scanty menses 
or amenorrhea is also present. The woman of 40 or 4] 
years of age who is still menstruating normally but has 
such functional symptoms as nervousness, insomnia, 
headaches, vertigo, and depression probably owes her 
symptoms to other causes than the menopause. Among 
these causes can be included domestic and family wor- 
ries, financial problems, the atomic bomb, or whether the 
Dodgers will win the pennant. 

Admittedly it is a temptation to save time by simply 
telling the patient that her difficulties are due to change 
of life and to give her hormone therapy, often parenteral, 
at $5 to $10 an injection. Yet such a physician should 
feel highly culpable, not only for subjecting the woman 
to unnecessary and potentially harmful endocrine therapy 
but also for increasing the symptoms by accentuating 
the woman’s fears of the menopause. It is a sad but true 
fact that many women with perfectly normal menses are 
given hormone therapy for every possible symptom, only 
because they have reached 40 years of age. 

At this point I should like to repeat that the sole 
criterion for hormone therapy should be the presence 
of the previously mentioned vasomotor symptoms (ex- 
cluding senile vaginitis, a specific entity that will be dis- 
cussed later). The exact mechanism of the character- 
istic vasomotor symptoms is not known, for these phe- 
nomena are observed only in the human and cannot be 
approached in the experimental animal. The vasomotor 
flush would seem comparable to a simple blush, appar- 
ently secondary to vasodilatation caused by the cervical 
ganglions. Whatever the sympathetic pathways may be in 
the menopausal flush, there must be some type of neuro- 
humoral lesion, but in this respect knowledge is lacking. 


TREATMENT 


Once it has been decided that a woman is having 
definite vasomotor symptoms of menopausal origin, the 
question of treatment must be considered. The more dis- 
criminating physician will not immediately institute hap- 
hazard endocrine therapy, preferring rather to individu- 
alize according to the woman’s temperament and her 
symptoms. In every instance it should be mandatory to 
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explain to the patient: (1) that the menopause is not a 
jisease but an integral part of her life, (2) that it is not 
attended by any severe basic consequences, and (3) that 
itis a self-limited process, necessitating no treatment and 
ytimately rectifying itself spontaneously. In many, and 
perhaps the majority of cases, this simple explanation 
may be all the treatment required, for the average stolid 
and intelligent woman may prefer a brief and transitory 
jiscomforture to any formal medical regimen. In other 
persons, who are tense and high-strung, it may be ad- 
visable to add mild sedatives and antispasmodics like the 
various elixirs. 

A minority of women in the climacteric, however, will 
present severe vasomotor symptoms with numerous 
qushes and flashes and perhaps nocturnal sweats that 
may drench bed clothes and require changing. It would 
em unfair to omit the endocrine therapy that will act 
as the “pair of crutches” to help them through the dif- 
ficult transition period, but no physician should embark 
upon a hormonal regimen without explaining the rationale 
and the desirability that it be as short-lived as possible. 
It is important to emphasize that endocrine therapy 
should be used only when necessary, should never be un- 
duly prolonged, and should be utilized in the smallest 
amounts and over the shortest period of time necessary 
to effect relief of symptoms. Women can and do appear 
to become almost addicted to hormones, all of which 
have certain specific and potential unpleasant side-effects 
and complications and, above all, interfere with and pro- 
long nature’s attempt at readjustment. Much more seri- 
ous is the as yet unproved possibility that prolonged es- 
trogen therapy may play a role in the evolution of fundal 
adenocarcinoma. 

Estrogens.—In a choice of hormones to suppress the 
vasomotor effects mediated by the pituitary gonadotro- 
phins, the first and logical choice would seem to be es- 
trogen. It is the physiological and normal female sex hor- 
mone, is inexpensive, and would seem to deserve priority 
over any type of androgen. Of the estrogenic hormones, a 
synthetic stilbene derivative, diethylstilbestrol (Stilbes- 
trol), is inexpensive, effectively estrogenic, and tolerable 
to the vast majority of women. Perhaps 10 to 15% of all 
patients will exhibit mild toxic effects, such as nausea and 
vomiting, in which case a change to some other type of 
natural (conjugated) estrogen will be necessary. At pres- 
ent sufficient estrogens for oral administration are avail- 
able to make any kind of parenteral therapy completely 
unnecessary and undesirable. There is rarely any justifica- 
tion for other than oral therapy in any kind of hormone 
administration, and any physician who routenely persists 
in the old-fashioned “shots or needles” is probably not 
being fair to his patient. Unfortunately it is still not un- 
common to hear women speak (rather proudly) of their 
weekly “shot for change of life” by their physician or self- 
styled specialist, although orally administered estrogens 
with a prolonged action are available if desired. 

Any substance that has an estrogenic effect may pro- 
duce uterine bleeding, but this disturbing side-effect may 
be minimized if care is exercised to keep the dosage min- 
imal and short-lived. Nevertheless the trained gynecol- 
ogist will perhaps feel more free to utilize hormones in 
the patient who has had a hysterectomy. Should bleeding 
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occur in a woman receiving estrogens, the physician is 
placed in a dilemma. He may assume, and probably cor- 
rectly, that the bleeding is secondary to exogenous es- 
trogen. Yet he cannot and should not neglect the pelvic 
and speculum examination, as well as curettage and 
biopsy, that is required to rule out a serious concomitant 
cause for bleeding. At this point, it is proper to empha- 
size that intermenstrual bleeding or menorrhagia should 
never be construed as due to the menopause, regardless 
of whether the patient is or is not receiving hormones. 
As a rule, however, estrogens in small and gradually 
decreasing amounts will not produce uterine bleeding, 
and it is my first choice for hormonal therapy of the 
menopause. In the specific entity known as postmeno- 
pausal, senile, or atrophic vaginitis, estrogen (including 
diethylstilbestrol) suppositories are available; in all 
other instances, oral therapy is the treatment of choice. 

Androgens.—Androgens are more expensive and may 
be virilizing, but their use seems preferable to estrogens 
in certain cases, particularly when women are known to 
have endometriosis or myomas. In such patients it is 
possible that the estrogen might activate a iesion that has 
become quiescent at the menopause, and this hypothesis 
would seem to be based on rather solid ground. Less cer- 
tain is the possible activating effect of estrogen on an 
irradiated (and menopausal) carcinoma of the cervix or 
a surgically treated fundal adenocarcinoma, but many 
clinics, including the Johns Hopkins Hospital, prefer 
to avoid est.ogens in all such cases, and other means of 
treatment are sought. Vitamin E (alpha tocopherol) has 
been utilized with rather equivocal results, but it is in 
this group of patients with lesions definitely or possibly 
capable of estrogen stimulation that androgen therapy 
would seem to have its most definite indication. 

Combined Substances.—In recent years there has 
been an increased vogue for the usage of combined tes- 
tosterone and estrogenic substances, a preparation ad- 
ministrable by mouth or parenterally. The rationale 
would appear to be a decreased likelihood of bleeding, as 
not only are estrogen and androgen more or less antago- 
nistic but smaller doses of each will still combine to sup- 
press the pituitary factor. Furthermore, it has been rather 
generally accepted that androgens may cause a general- 
ized sense of well-being by virtue of their established 
metabolic effects. This type of endocrine therapy would 
appear to be quite sound and beyond reproach, although 
personal experience is rather limited. The combined 
estrogen-androgen preparation is somewhat (not pro- 
hibitively) more expensive than estrogens alone, and 
since the plan of minimal and decreasing estrogens seems 
to cause no undue bleeding I have not felt it necessary to 
digress from this therapeutic approach when hormone 
therapy seems necessary. 

There are so many effective plans for satisfactory hor- 
mone therapy that it would seem unnecessary to go into 
details. My preference is to have a suitable patient begin 
taking 1 or 0.5 mg. of diethylstilbestrol daily for a week 
or two and then begin the process of “weaning herself 
away” by taking her medicament every other night, then 
every third night, and so on. Every woman is given a 
short preliminary explanation along with the admonition 
to take the least amount of hormone necessary over the 
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shortest period of time to keep comfortable, with the 
ultimate intent of getting along without treatment of any 
kind. Such a plan, admittedly only one of many satis- 
factory methods, would seem to combine optimal effect 
with minimal dosage and makes a direct appeal for some 
type of cooperation in the individual patient. It is my 
firm conviction that a brief discussion of the mechanism 
of the menopause, couched in language appropriate to 
the patient, may be the only necessary treatment but 
will in any case serve to provide an excellent rapport 
with the woman who requires more substantial therapy. 


SUMMARY 


The menopause is a physiological necessity rather than 
a disease, but various misconceptions and superstitions 
have combined to cause a fanciful, rather than factual, 
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attitude on the part of both patient and physician, a,j, 
ous physiological and physical changes must be recog. 
nized, but other psychosomatic manifestations are often 
misinterpreted merely because they occur in a 40-year. 
old woman. As long as normal menses are occurring 
one cannot attribute symptoms to the menopause; jp. 
deed, the only valid criteria for treating the menopause 
are the vasomotor flushes, sweats, and flashes. Hormone 
therapy should be used only as a last resort, should al. 
ways be oral, and should be given in the smallest doses 
over the shortest period of time adequate to control sym. 
toms. Estrogens are preferred, but other types of hor. 
mones can be used, always remembering that careful ip. 
vestigation of any bleeding is mandatory. 


26 E. Preston St. (2). 





REFLECTIONS ON THE PHYSIOLOGY OF MENSTRUATION 


Charles E. McLennan, M.D., San Francisco 


In discussing a few of the more homely truths about 
menstrual bleeding I will, perhaps, revive an old argu- 
ment that some have tried to bury. To avoid misunder- 
standing, I believe it is essential to start with a reasonably 
precise definition of the subject. This implies that men- 
struation lends itself to a solitary and well-delineated 
description, acceptable to all who deal in any manner 
with this phase of physiology. Regrettably, such is not 
the case and at least two different points of view as to 
what constitutes menstruation have been defended by 
acknowledged authorities. 


DEFINITIONS OF MENSTRUATION 


In his widely quoted review, published in 1937, Bar- 
telmez ' said, “Menstruation is a bloody discharge asso- 
ciated with necrosis of uterine mucosa, recurring, in the 
absence of pregnancy, at intervals of from 32 to 5 weeks 
in certain primates.” He had been impressed by the ob- 
servations of Markee,” who felt there were no qualitative 
differences in the bleeding at the end of ovulatory and 
anovulatory cycles—that the stasis, necrosis, vasocon- 
striction, and hemorrhages are identical in ovulatory and 
anovulatory cycles involving comparable growth of 
endometrium. Bartelmez ridiculed what he called “the 
current dogma,” because it held that a woman with regu- 
lar periods of bleeding, but no corpora lutea in her 
ovaries, was exhibiting “abnormal” bleedings; in his 
opinion she was menstruating in a perfectly acceptable 
fashion. 
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In the various editions of his “Textbook of Gynecol- 
ogy,” Novak,* despite his strong clinical ties and an ex- 
pression of distaste for arguments about definitions, en- 
dorsed the Bartelmez concept, which might be considered 
a product of the basic science laboratory, when he said 
“The term menstruation has always referred to periodic, 
physiologic uterine bleeding regardless of its hormonal 
mechanism.” He felt that Robert Meyer and also Schri- 
der, who included ovulation and the formation of secre- 
tory endometrium in their definition of menstruation, 
were guilty of surrounding the term with totally unwar- 
ranted limitations. He concluded his argument with the 
interesting, though perhaps not wholly applicable, anal- 
ogy that a limited use of the word menstruation is no 
more logical than a limited use of the word childbirth, in 
the sense that the latter might refer only to delivery by 
the usual vertex mechanism. 

As I have suggested already, some physicians do not 
believe that all periodic uterine bleedings should be de- 
scribed as menstruation. I like to think of menstrual 
bleeding as regularly recurring bleeding, of limited dura- 
tion, originating from progestational (secretory) endo- 
metrium. This viewpoint is emphasized in the mono- 
graphs of Fluhmann * and of Hamblen,’ and particularly 
by Selye * in his “Textbook of Endocrinology” when he 
says that, although a proliferative endometrium will bleed 
upon withdrawal of estrogenic hormones, “here it is in- 
correct to speak of menstruation, and the terms pseudo- 
menstruation or cyclic uterine bleeding are preferable.” 
Judging solely from the frequency with which almost 
any sort of vaginal bleeding is called menstruation— 
even in women long past the menopause—I would guess 
that a majority of physicians have been unwittingly sup- 
porting the basic science concept of menstruation. At 
least a few, on the other hand, have been quite zealous 
in supporting the more limited, or what might be called 
the clinician’s, idea of menstrual bleeding, because it is 
believed that this concept of the menstrual phenomenon 
can be of aid in the solution of clinical problems. 
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Clinician’s View of Menstrual Bleeding.—For the most 

art the clinician is not concerned with regularly recur- 
ing periods of bleeding, reasonable as to quantity of 
blood loss, that are common to both of the definitions 
of menstruation already quoted. He is not concerned 
with them, because his patients seldom complain of them. 
The problems met in practice are those of bleeding that 
is profuse or prolonged, or both; bleeding that appears 
too soon following a previous episode; bleeding that fluc- 
yates in quantity but persists in a most annoying fashion 
for seemingly interminable periods of time; or, perhaps, 
bleeding that is scanty or occurs infrequently. 

These disturbances of bleeding clearly bear a relation- 
ship to the kind of endometrium that is bleeding, and for 
the most part are readily separable into (1) those that 
represent menstruation in the limited sense and (2) 
those that represent the breakdown of endometriums un- 
afected by progesterone and that, therefore, are not 
menstrual bleedings. When the disturbed menstrual 
bleedings have been identified it will be found that those 
of real clinical importance fall into the menorrhagia 
group, that is, bleedings that begin as menstruation but 
quickly exceed the well-defined limits of that physiologi- 
cal process in terms of quantity and/or duration of flow. 
And it will be found, furthermore, that virtually all of 
these menorrhagias are associated with organic lesions 
in or near the endometrium. This has been stressed 
recently by Buxton,’ who noted the paucity of cases of 
menorrhagia actually due to a hormonal abnormality, 
that is, dysfunction of the pituitary-ovarian-endometrial 
axis, and advised thorough investigation before a patient 
is classed as having dysfunctional menorrhagia. 


Anovulatory Bleeding.—If the bleeding episode under 
scrutiny has none of the criteria of menstruation one is 
left with the choice between a variety of anovulatory 
bleedings and bleeding produced by a miscellaneous ar- 
ray of pelvic lesions, such as disturbed pregnancy, neo- 
plasm, inflammation, and even trauma. Here the term 
anovulatory bleeding is used in its broadest sense to indi- 
cate dysfunctional bleeding from any endometrium lack- 
ing a secretory pattern, whether it be atrophic, normally 
estrogenic, or even hyperplastic. I am well aware of the 
claim that some episodes of anovulatory bleeding will 
mimic menstruation almost completely, and I would not 
insist—despite Bartelmez’s contrary opinion—that such 
bleedings be labelled abnormal. Actually, anovulatory 
bleeding of this sort seldom is encountered in practice, 
because it is not in any way disturbing to its victim, and, 
contrary to the opinions of some, I have found it to be a 
rare event even in women studied for infertility. 

The constant application of these basic precepts to 
problems of disturbed uterine bleeding has been, and will 
continue to be, extremely rewarding both diagnostically 
and therapeutically. If the simple expedient of recogniz- 
ing differences between ovulatory and anovulatory bleed- 
ings can be of genuine aid in solving clinical problems 
there is ample justification for insisting that the word 
menstruation refer only to bleeding from progestational 
endometrium. To use it in any other sense lends further 
confusion to a facet of gynecology already clouded by 
Superstition, empiricism, and deceptive reasoning, en- 
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gendered to a large extent by the specious publications of 
certain pharmaceutical concerns and by the parroted 
reports of their itinerant representatives. The constant 
reiteration of the fact that no qualitative differences have 
been found between the bleeding of ovulatory and an- 
ovulatory cycles serves no useful purpose and may, 
indeed, mislead the clinician who reads without ponder- 
ing the words. 


GROSS MANIFESTATIONS OF MENSTRUATION 

If one tries to distinguish between menstrual and non- 
menstrual bleedings he must remember that real men- 
struation can be described in terms of premonitory signs 
and symptoms, quality and quantity of bleeding, duration 
of the flow, and its temporal relationship to the previous 
episode of bleeding. Knowledge of these things is com- 
monplace, but the application of these diagnostic aids has 
been far from universal. 

The subjective symptoms that appear a few days before 
the onset of menstrual bleeding vary greatly in different 
women, both from the standpoint of bodily areas mani- 
festing the symptoms and the degree of their intensity. 
Nevertheless, it is unusual for a woman not to experience 
some characteristic train of symptoms, however slight, 
prior to the shedding of secretory endometrium, and 
specific questioning on this point may uncover a valuable 
clue regarding the nature of a particular episode of 
bleeding. 

Cycle Length.—If the time elapsed since the onset of 
the preceding bleeding is not readily determined from 
the patient’s records, an effort should be made to pin- 
point it as accurately as possible, since length of cycle 
is another identifying feature of menstruation. Many 
statistical studies of cycle length have been reported, and 
they are practically unanimous in claiming a range of 
about 20 to 35 days for what are assumed to be complete 
menstrual cycles. I have been unable to find any mention 
of a normal cycle of less than 18 days, and in my own 
experience I have seen only one woman with habitually 
short cycles who has begun to bleed from well-developed 
secretory endometrium as early as the 19th day after the 
onset of her previous bleeding. It seems fair to assume, 
then, that bleeding of clinical importance that appears 
considerably less than 18 or 19 days after the previous 
episode is unlikely to qualify as real menstrual bleeding, 
and some other explanation for it should be considered. 

No single description of quality and quantity of men- 
strual bleeding can suffice for all women. As with the 
premonitory symptoms, there is wide individual variation, 
but the characteristics are reasonably constant for any 
one person. Information on color, odor, clots, and rate 
of loss on various days may point up real differences 
between bleedings of menstrual and nonmenstrual origin, 
and a little time devoted to the details of these simple 
matters may be rewarding. The patient’s opinion as to 
whether the bleeding in question is normal or abnormal 
for her should not be overlooked. 

Finally, one needs information about the duration of 
bleeding. Here again many studies have been made, and 
the consensus is that normal menstrual bleeding does not 
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persist for more than seven days. An occasional writer 
mentions eight, or even nine, days as the upper limit, but 
I have not personally encountered a woman who had 
habitually more than seven days of menstrual bleeding 
and who had no demonstrable pathological explanation 
for this behavior. As with the short cycles, the excessively 
lengthy bleedings must arouse suspicion. To be sure, 
these bleedings may be truly menstrual at the onset, but 
something other than the simple shedding of secretory 
endometrium has been added and is behind the menor- 
rhagia. Similarly, the period of bleeding from a prolifer- 
ative endometrium often persists far beyond the limit for 
normal menstruation, but this condition commonly may 
be distinguished from a normal state by the fluctuating 
and unpredictable volume of flow and the almost total 
lack of prodromal symptoms. 


COMMENT 


I believe that more general acceptance of menstru- 
ation as a limited physiological phenomenon with specific 
histological and clinical components would improve ap- 
preciably judgment about the cause of uterine bleeding 
as it is seen in pathological states. With improved ra- 
tional approach to these problems there is bound to be 
increased accuracy of diagnosis and a corresponding in- 
crease in the success of treatment.* 


J.A.M.A., Oct. 9, 1954 


Admittedly, knowledge of the basic physiology os 
menstruation is incomplete at the moment. It would be 
helpful to know, for example, a great deal more about 
the precise humoral-neural-vascular mechanism by which 
endometrial bleeding is initiated and terminated. Indeed. 
it would be interesting to have an adequate explanatioy 
of the purpose of menstrual bleeding, if there be a req) 
purpose behind it. Some knowledge of the role of lym. 
phatic vessels in premenstrual endometrial changes, more 
about the function of endometrial arteriovenous anasto. 
moses, and information as to whether coiled arteries 
really are essential in the production of uterine bleeding 
would be helpful. Further explorations of the manner jp 
which a vast array of cholinergic and adrenergic drugs 
affect the endometrium and ovaries, perhaps by way of 
the hypothalamus and pituitary, might be profitable. 4) 
of these things, and many more, await final solution: byt 
I contend that, even while waiting for these answers. 
there is sufficient knowledge of the major features of 
menstruation and its aberrations to enable physicians to 
cope successfully with most of the important clinical 
problems. Success in this area of medical practice js 
directly proportional, however, to the exactitude with 
which the available information is applied. 


8. McLennan, C. E.: An Effective Clinical Approach to Abnormal 
Uterine Bleeding, Am. J. Obst. & Gynec. 68: 315 (July) 1954 
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The term “functional” includes those bleeding abnor- 
malities that are not due to local lesions in the gener- 
ative tract such as carcinoma, myoma, endometrial 
polyp, or pregnancy complications. The majority of these 
functional bleeding problems will be found to be due to 
disturbances in the normal pituitary-ovarian-endometrial 
hormonal relationships. The most commonly encountered 
hormonal disturbance is that which results in anovulatory 
bleeding. Although the exact hormonal stimulus that ini- 
tiates ovulation is not well understood the best evidence 
indicates that no one hormone is responsible. It is likely 
that ovulation occurs when an optimal ratio has been 
reached between the secretion of F.S.H. (follicle-stimu- 
lating hormone) and L.H. (luteinizing hormone). It is 
reasonable to assume that in anovulatory cycles an im- 
balance between the secretion and these two hormones 
exists. It is unlikely that either hormone is completely 
absent, for estrogen effect in the endometrium is readily 
apparent, and available evidence indicates that secretion 
of both F.S.H. and L.H. is necessary for estrogen pro- 
duction. Rational therapy for anovulatory bleeding 
should, therefore, aim at stimulating a more normal ratio 
of production of F.S.H. and L.H. How this can best be 
accomplished is a matter for debate. I feel that this can 
best be done by the administration of progesterone in a 
cyclic fashion. There is experimental evidence that indi- 
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cates that progesterone can influence the secretion of 
gonadotrophins. Ovulation has been induced experimen- 
tally in several animals by the administration of a single 
dose of progesterone. To prove by biological assay that 
the administration of progesterone influences the secre- 
tion of gonadotrophins in the human female requires 
sensitive assay methods for F.S.H. and L.H. beyond those 
presently available. Meanwhile, clinical results are the 
guide; experience has shown their value. 


TREATMENT OF ANOVULATORY BLEEDING 
During anovulatory cycles the endometrium undergoes 
proliferation of varying degree, depending on the length 
of time it has been subjected to estrogen stimulation be- 
fore withdrawal bleeding occurs. In most cases the estro- 
genic effect has been sufficiently prolonged to produce 
a hyperplastic endometrium, but bleeding may occur 
while the endometrium shows only moderate prolifera- 
tion. Administration of a sufficiently large dose of proges- 
terone will convert either the hyperplastic or the pro- 
liferative endometrium to the secretory phase. Shedding 
of the converted endometrium follows in about four days; 
therefore, the irregular and prolonged bleedings asso- 
ciated with anovulatory cycles can readily be controlled 
by such therapy. In itself this result is enough to justify 
the use of progesterone in the management of anovulatory 
bleeding problems. A more provocative concept is that 
the progesterone, in addition to being substitution ther- 
apy, also initiates a chain reaction that results in subse- 
quent spontaneous ovulatory cycles. 
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Although progesterone can be effectively used in all 
cases of anovulatory bleeding, the intent of therapy is 
different in patients who are approaching the menopause. 
In that age group the treatment is modified as indicated 
later. Between the menarche and 35 years of age the 
treatment is carried out in the following manner. Immedi- 
ately after the diagnosis is made on the basis of examina- 
tion of the endometrium, 25 mg. of progesterone is given 
intramuscularly. If the patient is not bleeding at the time 
the progesterone is given, bleeding will occur in four 
days; if bleeding is already occurring, heavier bleeding 
will follow after the four day interval. Regular cyclic 
bleeding can then be induced by the administration of 
the progesterone on the 24th day of succeeding cycles. 
If bleeding fails to follow in four days there are three 
possible explanations: (1) ovulation has occurred re- 
cently, in which event bleeding will appear within 14 days 
(a single injection of progesterone will have no effect on 
an endometrium already in the secretory phase); (2) 
the endometrial proliferation has not been sufficient to 
respond to progesterone stimulation; and (3) pregnancy 
has intervened. 

If bleeding occurs as expected, the therapy is re- 
peated on the 24th day of the next cycle. This schedule 
is continued until there is evidence that ovulation is oc- 
curring spontaneously. This is indicated by failure of 
bleeding to follow the expected pattern. If bleeding oc- 
curs more or less than four days after progesterone is 
given, therapy is withheld during the next cycle. Endo- 
metrial biopsy is performed at the onset of the next bleed- 
ing. If biopsy indicates that ovulation has occurred, the 
patient is instructed to report only if bleeding fails to 
occur subsequently at the expected time. Recurrence of 
anovulatory cycles is usually heralded by a lengthened 
cycle. In this event, one injection of progesterone will 
usually be effective in initiating ovulatory cycles again. 


When anovulatory bleeding occurs in women over 
the age of 35 it is an indication of failing ovarian func- 
tion. Although sporadic ovulatory cycles may occur for 
several additional years, these are frequently interspersed 
with anovulatory cycles and prolonged bleeding episodes 
that may be exsanguinating. The purpose of the cyclic 
progesterone therapy in these patients is to avoid pro- 
fuse bleeding periods until ovarian production of estro- 
gen ceases. This can be easily accomplished by the ad- 
ministration of 25 mg. of progesterone at about 30-day 
intervals. Eventually there will be no response to the 
progesterone administration. If bleeding fails to occur 
after three injections at monthly intervals it is assumed 
that the patient has entered the menopause. Sporadic re- 
crudescence of ovarian activity may appear within the 
next year or two. Prompt administration of progesterone 
will insure that any subsequent bleeding on this basis 
will be self-limited. The alternatives to cyclic progester- 
one therapy in this age group are radiation castration 
or hysterectomy. Radiation castration is frequently fol- 
lowed by troublesome vasomotor menopausal symp- 
toms. Hysterectomy is admittedly radical treatment for 
a benign condition that can be satisfactorily handled non- 
surgically. 
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RESULTS OF TREATMENT 
The following tabulation summarizes results in patients 


under 35 years of age: 


Primary Anovulatory Bleeding 
First 
Ovulation 
After 
Treatment, No. of 
Mo. Patients 


Diswrvavesteerendonddasens ei 4 


_ RRR ee re ee : ; : ee 2 


Failure 


One 27-year-old patient with 14 year history who 
had one ovulatory cycle in 4 year observation 


Secondary Anovulatory Bleeding 


First 

Ovulation 
After 

Treatment, No. of 
Mo. Patients 


a , ieeeneeeneteee ne , 3 


~ 
~ ore 


Failures 


Two patients with previous radium therapy 
One patient with menopause at age of 33 (7) 


These cases are divided into two groups. In the group 
called primary are patients who had never experienced 
regular cyclic bleeding. The secondary group gave a his- 
tory of previously regular menstrual periods. Results 
were uniformly good. The lone failure in the primary 
group, although she had not responded with ovulation, 
nevertheless benefited from the monthly administration 
of progesterone in that her bleeding periods were kept 
regular and she avoided hysterectomy. Two patients in 
the secondary group who failed to respond with spon- 
taneous ovulatory cycles had previously been treated with 
intrauterine radium in what was described as “sub-steril- 
izing doses.” It is likely that the radium therapy so dam- 
aged the ovaries that they can no longer respond with 
ovulation when properly stimulated by the gonadotro- 
phins. In my opinion there is no place for radiation ther- 
apy in the management of functional bleeding problems. 

A more difficult therapeutic problem is posed by the 
patient who has regular ovulatory cycles but bleeds pro- 
fusely during her menstrual periods. After ruling out such 
conditions as myoma, endometrial polyp, and irregular 
shedding, there remain a considerable number of pa- 
tients who demonstrate no apparent cause for the menor- 
rhagia. Blood studies may show no abnormalities of clot- 
ting mechanisms; however, some of these patients will 
show the presence of a heparin-like substance in the 
blood when the blood is titrated with protamine sulfate. 
This heparin-like substance is neutralized by toluidine 
blue as well as protamine sulfate. The protamine titration 
test will help to pick out the occasional menorrhagic pa- 
tient whose bleeding problem may be benefited by the 
administration of toluidine blue during the menstrual 
period. Out of 28 patients with unexplained menorrhagia, 
6 showed protamine titration values above the normal. 
All six of these patients were benefited by toluidine blue 
in a dosage of 200 mg. daily during the time of the 
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menstrual flow: None of these have been followed for a 
sufficient length of time to evaluate the long-term effect 


of the treatment. 
CONCLUSIONS 


The type of functional uterine bleeding due to lack 
of ovulation is easily managed by single-dose, cyclic 


J.A.M.A., Oct. 9, 1954 


progesterone therapy. Some patients with Menorrhagia 
without associated pathologic conditions of the uterys 
will be benefited by the administration of toluidine blue 
during the menstrual period. 


2033 S. State (4). 








Amenorrhea is a symptom of underlying normal phys- 
iology, pathological physiology, or systemic disease. It is 
not a disease, nor should it rightfully be considered 
a diagnosis. The underlying condition may not neces- 
sarily be disease but a functional problem that in itself 
may be either physiological or a condition not producing 
a threat to the patient’s health or life. Amenorrhea is gen- 
erally considered to be of two types, primary or sec- 
ondary. By primary amenorrhea it is meant that a normal 
spontaneous period of menstruation has never occurred. 
Secondary amenorrhea is designated as having occurred 
in persons who have previously and normally men- 


struated. 
CAUSES 


The most frequent examples of amenorrhea are phys- 
iological in origin. It is normal for all women to have 
no bleeding prior to the menarche, with the exception 
of the not infrequent bleeding of the first few days of 
life, following the release of the female infant from the 
intrauterine influences of maternal steroids during preg- 
nancy. This, usually of no significant degree, begins on 
the second or third day and lasts for one or two 
days. Puberty is the next normal period of amenorrhea. 
While mothers and families ordinarily become con- 
cerned when periods do not occur at the average age of 
13 to 14 years, it is not uncommon for normal menses 
to be delayed until 16 to 18 years of age on a purely 
physiological basis. No active therapy is indicated for 
such minor delays, but investigation should include 
thorough history, physical examination, and pelvic ex- 
amination, as well as some of the simpler and relatively 
inexpensive laboratory determinations if no gross prob- 
lem is suggested by the history and the examinations. 
Such investigation, if for no other reason, is justified in 
the interests of fertility prognosis. 

Pregnancy should always be considered as the im- 
mediate cause of amenorrhea, whether primary or sec- 
ondary, among all patients within the childbearing age. 
Following delivery or in some instances of abortion 
lactation occurs. During the actual nursing period of lac- 
tation a suppression of pituitary activity of gonado- 
trophic hormones occurs, particularly of F.S.H. (follicle- 
stimulating hormone) and luteinizing hormone. Such 
suppression occurs during the period of continued luteo- 
trophic hormone production in the absence of a corpus 
luteum. The next normal period of amenorrhea oc- 
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AMENORRHEA 


Russell R. de Alvarez, M.D., Seattle 





curs during the menopause, where there is gradual 
waning of ovarian function. While this decrease of ovar- 
ian activity is sometimes considered complete during 
the symptomatic menopause, I now feel that such a de- 
crease in ovarian function is not always complete but js 
merely of such degree as to decrease uterine stimulation 
by estrogen. 

Anatomic Defects.—Anatomic defects present the 
most obvious causes for amenorrhea. Such defects as con- 
genital absence of the vagina and/or the uterus, as well 
as congenital atresia of the vagina or cervix, are easily 
diagnosable in the simplest of gynecologic examina- 
tions. While there is no excuse for such defects not being 
diagnosed, it is not infrequent that a history reveals that 
patients have received multiple courses of hormone ther- 
apy prior to the making of the true diagnosis of congenital 
defects in the reproductive tract. Even though other 
defects of anatomic importance may not be so readily 
diagnosed, complete and careful study reveals their pres- 
ence. The endometrium may show evidence of destruc- 
tion from previous irradiation damage or from tubercu- 
lous endometritis. The ovaries may also present evidence 
of destruction by neoplasm or inflammatory disease. 
While it is not possible to outline evidence of structural 
destruction of the ovaries by irradiation, a careful his- 
tory will offer the clue as to the primary ovarian failure. 

Endocrinopathic Causes.—The pituitary gland is re- 
sponsible for the stimulation of most of the other glands 
of internal secretion. Of particular importance in rela- 
tion to the production of amenorrhea are the effects of 
the anterior pituitary gland upon the thyroid gland, ad- 
renal cortex, and the ovaries. The influence of the pitu- 
itary on these glands is well demonstrated when the 
pituitary gland is removed. Under such circumstances 
the ovary, thyroid, and adrenal cortex undergo atrophy, 
with the subsequent change of clinical findings com- 
patible with the deranged physiology of these target 
glands. In a like manner, involvement of the pituitary 
by neoplasm, atrophy, necrosis, thrombosis, or embo- 
lism provokes effects compatible with those subsequent 
to removal of the anterior pituitary gland. 

When obliteration of the pituitary gland has occurred, 
there is little or no follicle-stimulating hormone elabo- 
rated. As a result, no estrogens are produced. In a like 
manner there is no stimulation of luteinizing hormone 
production and thus ovulation does not occur. As a re- 
sult of the failure of the ovary to produce its steroid hor- 
mones, atrophy of the uterus ensues. When such a series 
of events occurs, the clinical diagnosis and the causative 
feature may be confirmed by performing certain endo- 
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crine studies. When there is hypofunction of the pitu- 
itary, urinary F.S.H. is low; urinary estrogen output is 
also low. In addition, the vaginal smears are of the pre- 
<ornified type and there is no elevation of the basal body 
temperature. Microscopic study of the endometrium re- 
veals atrophy. Such patterns of hypogonadotrophinuria, 
demonstrating evidence of pituitary hypofunction, are 
en in Frélich’s adiposogenital dystrophy, chromophobe 
,denoma of the pituitary, hypopituitary cachexia (Sim- 
mond’s disease), and postpartum pituitary necrosis 
(Sheehan’s syndrome). 

The thyroid gland probably accounts for the most 
common endocrinopathic cause of amenorrhea. Hypo- 
junction of the thyroid is seen as the more frequent thy- 
roid cause Of amenorrhea. Even though anatomic or 
physiological absence of the thyroid is not the most fre- 
quent cause of amenorrhea, gynecologists usually regard 
amenorrhea as one of the earliest symptoms of thyroid 
hypofunction. In hypothyroidism, thyroid hormone, 
which assists in maintenance of general body homeosta- 
is, is decreased. As a result, the pituitary increases its 
stimulatory activity by increasing the output of thyro- 
iropic hormone in an attempt to increase the output of 
thyroxin. This increased activity on the part of the pitu- 
itary to secrete additional thyrotropic hormone is carried 
out at the expense of gonadotrophic activity. Thus, a de- 
crease in the pituitary output of follicle-stimulating hor- 
mone occurs. There is, therefore, a decrease or absence 
of pituitary stimulation of the ovary to secrete the steroids 
of the ovary. As a result, uterine atrophy and hypofunc- 
tion occur with resultant amenorrhea. This sequence of 
events is usually and promptly reversible following the 
administration of thyroid hormone. 

Hyperactivity of the thyroid is also, but not as fre- 
quently, a cause of amenorrhea as is hypothyroidism. In 
hyperthyroidism there is a depression of thyrotropic hor- 
mone output. When marked hyperactivity of the thyroid 
is evident, it is usually associated with relative malnutri- 
tion and increased emotional reactivity. The thyrotropic 
hormone is depressed by the excessive output of thyroid 
hormone. Gonadotrophic hormone output is similarly af- 
lected. If such phenomena occur at the time of late re- 
productive life, it is possible that the resultant symp- 
ioms may become confused with menopausal symptoms, 
0 that careful evaluation of history and physical and en- 
docrine investigation is mandatory. 

The ovary is a common and frequent factor in the pro- 
duction of amenorrhea as a result of decreased physio- 
logical functional activity. Primary ovarian deficiency oc- 
curs as a result of physiological aging, interference with 
blood supply, irradiation, inflammatory disease of both 
ovaries, neoplasm, or removal of the ovaries. Secondary 
ovarian hypofunction occurs as a result of pituitary insuf- 
ficiency to effect gonadotrophic secretion; such pituitary 
deficiency may be primary in the pituitary or be a result of 
the suppression of pituitary function by various steroids. 
When increased follicle-stimulating hormone is elabo- 
fated in an attempt to initiate gonadal activity of the 
granulosa and theca cells, failure of the ovary to react 
(0 such stimuli suggests functional changes compatible 
with ovarian deficiency. In such instances, none of the 
steroid hormones of the ovary is elaborated. Uterine 
atrophy and attendant amenorrhea result. In such cases, 
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urinary gonadotrophin output is elevated with a decrease 
in estrogen output. The instances of amenorrhea oc- 
curring in which the ovary gives evidence of hyperfunc- 
tion are rare. These occur among patients with virilizing 
tumors, such as the arrhenoblastoma, and in the adrenal- 
like tumors of the ovary, as well as in the rare clear-cell 
carcinoma (mesonephroma) of the ovary. 

Hypofunction of the adrenal cortex (Addison’s dis- 
ease) is frequently reflected by the symptom of amenor- 
rhea. This may be on the basis of primary panhypo- 
pituitarism with a deficiency of all the trophic pituitary 
hormones. The disease may be on the basis of primary 
disease in the adrenal cortex, as produced by tuberculosis, 
nonspecific infections, or necrosis. While the amenorrhea 
may be explained on the basis of hormonal alterations 
related to the attempted increased output of pituitary cor- 
ticotropin (ACTH), other features may be held respon- 
sible for the amenorrhea, such as demarked debilitation 
that is generalized, the presence of tuberculosis, the low 
basal metabolic rate, and the general decrease in circu- 
lating blood volume. On the other hand, amenorrhea, or, 
for that matter, other menstrual disorders, may not be 
present at all, despite advanced degrees of adrenal cor- 
tical insufficiency. 

In congenital adrenal hyperplasia, representing hyper- 
function of the adrenal cortex, amenorrhea is one of the 
most constant symptoms and is often the one reason why 
the child or young woman is presented to the physician. 
When evidences of female pseudohermaphroditism ex- 
ist, the diagnosis of adrenal cortical hyperplasia should 
always be entertained. Such persons secrete, selec- 
tively, excessive amounts of androgenic steroids. Among 
such patients, a marked increase in corticotropin ema- 
nates from the pituitary in an attempt to stimulate and 
maintain the production of glucogenic corticoids of the 
adrenal. The increased output of 17-ketosteroids should 
make one supicious of the possibility of adrenal cortical 
tumor. When the 17-ketosteroid output is within normal 
limits and the clinical findings suggest adrenal cortical 
hyperplasia, one must differentiate for the purpose of 
justifiable inclusion in this category. This may be clar- 
ified by performing determinations for pregnanetriol. If 
pregnanetriol is present, such cases may be classified as 
mild instances of adrenal cortical hyperplasia, even 
though 17-ketosteroid values are within normal limits. 

Nonendocrinopathic Causes. — Nonendocrinopathic 
causes of amenorrhea include tuberculosis, even of mild 
degree. Diabetes, while strictly an endocrine disease, may 
well be associated with and due to obesity as well as other 
nonendocrine features. The relationship of diabetes to 
abnormalities of the adrenal cortex should also be clar- 
ified before the disease is considered to be primary pan- 
creatic diabetes. Nephritis and malignant tumors are 
often associated with the symptoms of amenorrhea, par- 
ticularly in patients with marked debilitation and pro- 
longed disease. The same is true of blood dyscrasias, par- 
ticularly those of the lymphoblastomatous type. Malnu- 
trition and wasting diseases are common causes of 
amenorrhea. I have already referred to tuberculosis and 
adrenal cortical hypofunction. Hypopituitary cachexia 
and anorexia nervosa cannot be easily differentiated; the 
latter, however, is ordinarily considered to be on a psy- 
chogenic basis. The result is the same when malnutrition 
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and general bodily debility and wasting disease occur. 
In postpartum pituitary necrosis, malnutrition may or 
may not be a feature; however, since general panhypo- 
pituitarism exists, this possibly could not be included as 
a nonendocrine cause. On the other hand, the cause of 
this clinically endocrine disease is usually associated with 
acute abruption of the placenta, a nonendocrine disorder, 
associated with marked blood loss, shock, and anemic 
infarction of the pituitary. Obesity is a common nonen- 
docrine cause of amenorrhea; frequently the establish- 
ment of normal periods may be produced by simple 
reduction in calories, but with the maintenance of satis- 
factory basic constituents in the diet. Psychogenic dis- 
turbances of all varieties, including chronic alcoholism, 
morphine addiction, changing of climate, changing of 
schools, death in the family, and even pseudocyesis, 
should be considered in those persons presenting amen- 
orrhea as their principal symptom. 


INVESTIGATIVE MEASURES 
As I have already stated, amenorrhea is a symptom 
of an underlying diagnosis and should not, therefore, be 
considered as a diagnosis in itself. Since the basic tenets 
of diagnosis include complete history and complete phys- 
ical examination, these form the basic framework for in- 
vestigating the clinical conditions reflected by this im- 
portant symptom. A complete gynecologic examination is 
a requirement. The basic laboratory work, including 
hematocrit, leukocyte count, stained smear of blood, and 
a urinalysis, should be performed on each of such pa- 
tients. Roentgenograms of the chest and skull and basal 
metabolic rate determination complete the minimal labo- 
ratory evaluation in this group of patients. Psychiatric 
evaluation should always be considered in the complete 
analysis of this symptom. When the diagnosis is not ap- 
parent from these stated methods of evaluation, exhaus- 
tive and specialized scrutiny is necessary. While the basal 
body temperature may not be as accurate an index as 
might be desired, it should be included for what it is 
worth without too much significance and emphasis being 
applied to results that are not diagnostic. Vaginal smear 
and endometrial biopsy give satisfactory information 
relative to gonadal-steroid activity. The determination 
of urinary gonadotrophins, ketosteroids, and estrogens 
tends to pinpoint the diagnosis or to direct the investiga- 
tion along more specific paths. 


ENDOCRINE ASSAYS 


While endocrine assays are known to be a part of re- 
quired investigation in most instances of amenorrhea, the 
actual types indicated and the meaning of the results ob- 
tained often present a dilemma to the person request- 
ing these determinations. The physician should compre- 
hend the principles involved in the determination of such 
tests; however, it is not necessary that he be familiar with 
the technical details, except to know that the majority of 
the tests are rather prolonged, difficult, tedious, and ex- 
pensive. It is also important that the attending physician 
understand the interpretation of the results returned to 
him by the laboratory. Certainly the laboratory perform- 
ing the work should maintain a staff of highly trained, 
specialized technicians, whose principal activity lies 
within this field. It should also be realized that haste can- 
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not be used in these determinations. Accurate methog; 
for collecting specimens should be explained to the Da- 
tient so that the results of evaluation may be valid. 


Gonadotrophins.—The determination of gonadotro. 
phins is indicated to determine whether hypogonadism jx 
due to a primary defect in the gonad or whether it js due 
to pituitary hypofunction, with its attendant failure to 
stimulate the gonad. Elevated levels of urinary gonado. 
trophin are found in women in postmenopause and in per- 
sons with ovarian failure of other causes. Hypogonado- 
trophinuria is found before puberty. It is also normal) 
present during the early follicular phase of the cycle 
so that care should be taken not to collect specimens 
at this particular time in attempting differential diagnosis, 
In disease states of hypopituitary type, hypogonado- 
trophinuria is found in patients with hypopituitary ca. 
chexia, postpartum pituitary necrosis, adrenal cortical] 
hypofunction, and in some instances of hypothyroidism, 

Estrogens.—Estrogenic activity may be determined 
rather simply on a quantitative basis by using the Mack 
test for glycogen content or by the staining method of 
Papanicolaou. While none of the methods for determin- 
ing estrogen level is completely satisfactory, fluorometric 
methods presently offer the most satisfactory results: 
however, this method of determination is unusually pro- 
longed and tedious. Low estrogen levels are found in the 
prepubertal period, after the menopause, and in instances 
of primary ovarian failure. Estrogens are also low when 
ovarian hypofunction is secondary to primary anterior 
pituitary hypofunction. In most instances of polycystic 
ovaries the estrogen excretion is also low. High levels of 
estrogen excretion in the urine are found during preg- 
nancy. Most of the methods of assay can be applied to the 
quantitative determination of estrogens during pregnanc) 
because of the high output. Granulosa cell tumors and 
theca cell tumors are responsible for elevated excretion 
of estrogen. In some instances of adrenal cortical hyper- 
plasia, an increase in the urinary excretion of estrogen ‘s 
found, due to the elaboration poet by the adrenal 
cortex. In some persons with follicular cysts it is possible 
to find high levels of estrogen excretion, but this cannot 
always be relied upon. 

Pregnanediol.—Low levels of pregnanediol are found 
during the follicular phase of the cycle, but as a rule 
pregnanediol is absent during this phase of the cycle. 
In anovulatory cycles pregnanediol is ordinarily absent 
because of the failure of the elaboration of progesterone 
as a result of the absence of ovulation. 

Ketosteroids—The 17-ketosteroid determinations 
should always be made on 24 hour specimens, since 
diurnal variation in their excretion levels is frequent. 
Ketosteroids are of particular significance in the diag- 
nosis of adrenal and pituitary disease. Their determina- 
tion is usually indicated to find the excretion level of 
androgens. While it is true that all 17-ketosteroids are 
not androgens, it must also be realized that all androgens 
are not 17-ketosteroids. The determination of 17-keto- 
steroids does, in most instances, act as an adequate 
screening procedure. Low levels of 17-ketosteroids are 
found in panhypopituitarism as in postpartum pituitary 
necrosis. They are also low in adrenal cortical hypo- 
function, severe debilitation, and acute illnesses. High 
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levels of |7-ketosteroid excretion are found in adrenal 
hyperfunction of the cortex and in certain virilizing tu- 
nors of the ovary. In one of my patients with adrenal 
hyperplasia, a marked elevation of 17-ketosteroids was 
found in association with an acute upper respiratory 
act infection of transitory nature. 







TREATMENT 

There are several causes of the symptom of amenor- 
shea. Thus, the most logical approach to therapy is one 
of diagnosis. Once the cause of this symptom has been 
determined, the treatment is then of the cause. In general, 
attention should be paid to correcting dietary composi- 
tion. Most patients with amenorrhea have cognate con- 
ditions that indicate diets high in protein and high in 
vitamin and mineral supplements. Obesity and malnutri- 
tion should be corrected. Psychogenic factors and strictly 
operative conditions should be evaluated and treated 
appropriately. The endocrine approach to therapy of 
amenorrhea should also be based upon the cause. Among 
persons in whom primary ovarian failure has been found 
io exist, estrogen may be used to produce withdrawal 
bleeding. In such patients in whom only atrophic en- 
dometrium is found, no curative results will be attained. 
The production of such withdrawal bleeding is carried 
out for psychological reasons alone. 

Estrogen and Progesterone.—Since progesterone acts 
on the endometrium only under the condition that the 
endometrium has been previously stimulated by estrogen, 
the use of progesterone alone in persons with atrophic 
endometrium would be of no value. Also, in such per- 
sons the combination of estrogen and progesterone 
would offer nothing more than would estrogen alone; 
however, when anovulatory cycles have been demon- 
strated and when it has been proved that proliferation 
of the endometrium has spontaneously occurred, the use 
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of progesterone alone is a rational procedure. Proges- 
terone may be given daily in dosages of 10 mg. for five 
days during the latter part of such a “cycle.” However, 
Holmstrom (see this issue, page 580) has shown that the 
single intramuscular injection of 25 mg., given on the 
24th day of such an anovulatory cycle, will provoke 
bleeding within a period of four days, and, in some pa- 
tients, assist in the production of spontaneous ovulation 
after a few months. Estrogen and progesterone, as noted 
above, have no special advantage over the use of estrogen 
alone in producing withdrawal bleeding. In a like man- 
ner the combination of estrogen and progesterone offers 
no advantage over the use of progesterone alone when 
spontaneous estrogen stimulation has been demonstrated, 
as in anovulatory cycles. 

Cortisone and Thyroid.—Cortisone is of value when 
the overproduction of pituitary corticotropin has been 
demonstrated. It is also of value among patients in whom 
high androgen excretion is noted, as in adrenal cortical 
hyperplasia. Among persons in whom urinary excre- 
tion of 17-ketosteroids is within normal limits, pregnan- 
etriol excretion may be demonstrated at a metabolite of 
17-hydroxyprogesterone as an indication of virilization. 
Thyroid is still the most satisfactory and probably the 
most widely indicated endocrine preparation available. 
Its greatest value is in treating patients with true hypo- 
thyroidism, as well as those presenting hypometabolism. 
When the classic picture of hypothyroidism is not pres- 
ent, it is, I think, justifiable to place patients with amenor- 
rhea on small dosage of thyroid empirically. However, 
I do not subscribe to, nor support, the abuse to which 
thyroid has been subjected. The gonadotrophins have no 
practical application in the management of amenorrhea, 
particularly in view of the fact that no satisfactory gona- 
dotrophic preparation exists. 















Fifteen years ago Dr. William R. Houston presented 
a paper before the American College of Physicians deal- 
ing with the physician himself as a therapeutic agent.’ 
He felt that, with the increasing excellence of pharma- 
cological and surgical treatment, many of the older as- 
pects of the relation between physicians and patients 
were being neglected. The tendencies that Dr. Houston 
foresaw were in motion then—before most of the sul- 
lonamides, before antibiotics, and before the splitting of 
atom and adrenal cortex. These tendencies are increasing 
as a challenge and threat to the medical profession. 
Physicians tend to ignore the paradox that when they 
could cure but few ailments they were held in high 
regard. Now, in an age of therapeutic excellence, 
physicians are frequently forced to defend themselves 
against attack. Not many patients complain of what they 
consider to be satisfactory medical care—a successful 
operation, the cure of a disease, or relief from pain and 
disabling fear of ill health. The great number of people 
who have functional distress form our greatest reservoir 
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Robert J. Needles, M.D., St. Petersburg, Fla. 


of ill will. This problem of ill will or good will is becom- 
ing more prominent. There are more public utterances, 
such as the editorial in Life magazine, ‘““Watch It, Doc,” ? 
and one hears dark suggestions about the inevitable 
approach of socialized medicine. Physicians need to 
devote more time to the study of patients who are seldom 
cured and infrequently happy or satisfied. These persons 
talk more of their ailments and their physicians than any 
other group, perhaps confusing the two. They are for- 
ever seeking a cure, and each new miracle of medical 
science increases their unhappiness, for it seems not to 
apply to them. They may well form the largest bloc of 
supporters of government intervention in medical prac- 
tice. Physicians must, therefore, always be conscious of 
the imperative necessity of thinking about these persons 





Read before the Section on General Practice at the 103rd Annual 
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and seeking better understanding of physiological misery 
and ahomeostatic discontent. Lasting relief of functional 
illness will hardly come from materia medica. Medica- 
tion does little to solve, in any permanent fashion, the 
problem of lonely or frustrated men or women with 
chronic fatigue or misbehaving viscera. 


THE PROBLEM 


The problem is primarily in the field of therapeutics. 
It is necessary to be reminded periodically that the 
practice of medicine does not consist entirely of miracles, 
magic bullets, or nuclear physics. Gowers’ observation 
is still true. He said, “If every drug in the world were 
abolished, a physician would still be a useful member of 
society.” * The treatment of common disorders of the 
gastrointestinal, cardiorespiratory, and other organ sys- 
tems is fairly well in hand. Congestive cardiac failure, 
for example, is treated much better than it was 20 years 
ago. Coronary insufficiency is much less frequently dis- 
missed as minor indigestion than it was a generation ago. 
Functional disease, however, continues to cause endless 
trouble. No one can clearly outline the field of nervous 
symptoms. There is no well-recognized pattern of onset 
or disappearance. The feelings that bedevil the neurotic 
person are no different than those that all persons may 
have from time to time. Actually, an entire day spent in 
explanation, discussion and argument, cajoling and en- 
couraging a series of patients with functional problems is 
in itself an often frustrating experience for the physician. 

Physicians are concerned with the problem of the 
irritable gastrointestinal tract—characterized by fleeting 
abdominal pain, increased sigmoid tenderness, and in- 
tractable constipation or mucous diarrhea. One won- 
ders occasionally how much time can be left for produc- 
tive work when so much of the day is spent in producing 
a “satisfactory” bowel movement. The irritable gastro- 
intestinal tract also manifests itself in upper abdominal 
distress and gaseous eructations as well as bloating and 
vague, generalized abdominal fulness. Physicians are 
likewise concerned with the problem of the premature 
beat, noncardiac chest pain, nervous shortness of breath, 
and many cases of paroxysmal ectopic cardiac rhythm. 
Again, physicians are concerned with insomnia and its 
close relative, morning fatigue, with anxiety attacks, 
tension headaches, and excessive concern over common 
departures from strict normality such as hypertrophic 
arthritis of the spine. The problem, then, is how best to 
care for symptoms and how to relieve complaints of 
distress when no direct act and no direct-acting thera- 
peutic regimen will do the job. No one knows how many 
patients there are who enter into this problem. Conceiv- 
ably, it is all patients. A damaged automobile requires 
restoration and repair and, thus, needs only mechanical 
skill. Comparable injury to a human being, however, is 
accompanied by fear of death and loss of income, of the 
prospect of disability or disfiguration, and concern for 
the future of loved ones. All these modify and color the 
therapeutic excellence of the physician’s efforts, whether 
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the entrance complaint be laryngitis or leprosy. The 
problem, therefore, is large, it is common, and it needs 
further study. 

SIGNIFICANCE 


The significance of the difficulty, however, transcends 
the simple failure to cure diseases that, while they sel. 
dom kill, frequently cripple the nervous stability that 
necessary for sustained work. Thus, if it is admitted that 
the common cold causes x-million man-hours of Jog 
per year, how many x-million man-hours of useful wor, 
are lost by functional disease? More important, hoy 
many x-million hours of human happiness are lost? Hoy 
many homes are disrupted, how many marriages are 
destroyed, and how many children’s lives are tarnished 
by the presence in the family of one person who is fo. 
ever ill and forever running to the physician? Possibly | 
exaggerate, but most physicians agree that there are 
many persons who complain of aches, pains, and organ 
misbehavior that physicians cannot honestly say are 
greatly helped by their efforts in the patient's behali 
Perhaps some persons would rather not face the prob- 
lem. Beethoven, they say, remained unmoved by the 
politics of his time. He is described as working in his 
garden, “sticking to his business and once in a while 
cursing Napoleon when a stray cannon ball rolled his 
way.” * 

PRESENT METHODS OF TREATMENT 

Much can be said in praise of the present treatment 
of emotional illness. The careful physician, using time. 
tact, and technical aids, and teaching the patient the 
signs and meanings of his symptoms, probably does the 
most satisfactory job. These methods have recently been 
well summarized by Watts and Wilbur,’ but a few points 
require constant emphasis. First, the treatment should 
not make the patient worse. Clumsy efforts to probe the 
subconscious may leave the patient’s emotional struc- 
tures raw and quivering so that he is worse than before 
One might even say that, where originally the bemused 
and unhappy person feared the presence of cancer o! 
the stomach, now he fears he may have been a most 
horrible and perverted child. Guilt, which is common to 
all of us, has been suggested or emphasized too fre- 
quently. This unhealthy tendency to Freudian inquiry 
should be left to the experts, and perhaps even used 
sparingly by them. Second, the probability that func- 
tional disease is not primarily the result of a warped 
childhood should be recognized. It is more commonl) 
the protective veneer that has been applied to mask the 
soul-searing effect of loneliness, disillusionment, marital 
infidelity, economic hardship, or any of the many other 
causes of a lost feeling of community. 

Examination.—Third, it cannot be emphasized too 
often that a thorough examination is necessary. This 
must start with an unhurried and sympathetic hearing 
of the story of the illness. Such catharsis is certainly one 
of the valuable things that physicians can borrow from 
the terminology and practice of their psychiatrist friends. 
A thorough-going physical examination should never be 
avoided. Adequate roentgenographic and laboratory ¢x- 
aminations should be insisted on to prove the functional 
origin of the symptoms. If the physician is not con- 
vinced, he will never convince the patient. Most impor 
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ant of all, the situation must be explained to the patient 
in the most minute detail. He should, if possible, be 
jhown his roentgenograms. This is not to attempt his 
education in radiology but simply to show him some- 
hing concrete on which he can fix his renewed confi- 
dence. The advice that is given the patient must be in 
ositive terms. No half-way statement, such as “I don’t 
think .. .,”” may be used. The physician must be willing 
o assume the risk for making a positive statement. Pro- 
jessional cowardice, the unwillingness to come out flat 
footed and definitely in regard to the harmlessness of a 
ymptom, is to be condemned in the strongest terms. 
No patient should ever be told that his illness is in his 
head or that there is nothing the matter with him. To say 
this marks the physician as a fool in the mind of the 
patient. It should be recognized that, except for a small 
minority, patients do not invent symptoms; they have 
them. What physicians need to do is to recognize and 
jdmit the patient’s distress and then explain it on the 
und basis of organ misbehavior. Simple examples of 
wich misbehavior are part of the common experience of 
mankind—nervous loss of appetite, reflex vomiting, or 
loss of elimination control after fright or shock, cardiac 
palpitation, tension headaches—everyone knows of these 
things, but it seems that in many cases only a physician, 
after enough thought and care to justify such a con- 
dusion, can lead the patient into an understanding of his 
ymptoms on the basis of his nervous system playing 
tricks on him. Thus, recognition of the reality of dis- 
tress, followed by positive and well-founded reassurance, 
remains the best weapon. 

Drug Therapy.—Fourth, drug therapy should be used 
when necessary, and the reasons for treatment should 
be made clear. I find it useful to compare harmless 
stimulant or sedative medication to eyeglasses or den- 
tures; they are simply a method of reinforcing the body 
ina vulnerable area. Mild sedation is probably no more 
habit forming than bifocal glasses. It does seem a little 
cruel to subject a patient to an exhaustive examination 
only to turn him loose to fend for himself, unaided ex- 
cept by advice. Overtreatment should be guarded 
against. Elective surgery should be most carefully stud- 
ied, perhaps avoided. Physicians should infrequently 
allow removal of an atonic, though stoneless, gallblad- 
der, a so-called chronic appendix, or a harmless uterine 
fibroid in a woman before the menopause. Injections of 
liver extract, or vitamins, or hormones may prolong the 
emotional problems for years. There is an occasional 
patient who rallies during, though probably not because 
of, a series of injections of various vitamins. Before the 
recent war the favorite was B,. Just now it is By. When 
one contemplates the alphabetical and numerical possi- 
bilities of the future, one is fascinated with the prospect. 
When the promise of one miracle has worn thin, a new 
one is sure to be developed. Few patients are ever cured 
by such pseudomedicine. Many, indeed, become worse, 
so that their eventual rehabilitation becomes much more 
difficult. 

From the well-meant, but misdirected, efforts of un- 
unwise surgery or “shot” therapy, it is not very far to out- 
tight quackery, and the cuits have prospered. Twisting 
spines and attaching wires to flashing lights in black 
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boxes are inevitable camp followers of the present treat- 
ment-by-injection segment of our profession. It is prob- 
able that cults could not have thrived were it not for 
the failure of the medical profession to recognize and 
treat functional illnesses for what many of them are, 
personality or environmental disorders and not organic 
diseases. Patent medicines, while always available, have 
also mirrored the medical profession’s inadequacies. 
Only a population liberally sprinkled with the physi- 
cian’s therapeutic failures could have purchased so many 
millions of bottles of a recent quack vitamin mixture. 


REASONS FOR FAILURE 

Certain characteristics of this group of functional 
illnesses may be responsible for the physician’s lack of 
success in their treatment. First, the care of a nervous 
or functionally ill person requires much time, and proper 
evaluation may require endless hours. It is not that 
physicians necessarily object to spending this time, but 
they find their time is more and more occupied with the 
necessity for earning a living. Everyone is rushing down 
the road ahead of the tax collector, and most physicians 
have entirely too little time for the human side of medi- 
cine. To date, little attention has been paid to the medi- 
cal profession’s need for a method of providing better 
personal retirement insurance. Second, physicians are 
often impatient with these persons because of the tend- 
ency of symptoms to recur. They seemingly neither 
deteriorate nor get any better. All physicians are pleased 
with good results and distressed with failure. The pa- 
tients, themselves, have a disagreeable effect on the 
physician. Physicians, like families, become bored with 
constant rehearsing of the same symptoms, and the 
physician is apt to feel helpless in the face of continued 
failure. 

Third, and perhaps the most important among the 
reasons why many patients with functional diseases do 
not recover satisfactorily, is the absence of patient co- 
operation in the treatment of the condition. This absence 
of cooperation is not necessarily in the patients’ failure 
to come back for return visits from time to time. This 
they do perhaps more faithfully than any other group. 
Nor is it to be blamed upon their failure to take certain 
medicaments that may be prescribed. This patients with 
functional illness do quite faithfully. Their greatest 
failure is in their inability to follow a program that in- 
volves anything more than the simple taking of medicine 
or Visiting the physician. They need new and stimulating 
opportunities to channel tension into useful work or 
play, and the inability on the physician’s part or their 
part to direct or find such activity is one of the chief 
stumbling blocks in the proper treatment of their con- 
dition. These new and stimulating opportunities must be 
furnished from outside the medical profession. 


A NEW APPROACH 

Therefore, remembering the mounting ill will that has 
been mentioned, physicians may be wise to enlist them- 
selves actively in the search for new sources of help. 
Precedent is not lacking for such a move. A few genera- 
tions ago typhoid constituted a great health problem, and 
the medical profession took the lead in its control. My 
feeling is that a valid correlation exists here. Not many, 
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so I am told, accused physicians of causing typhoid, 
and the public shared in sympathy the anguish of physi- 
cians as they struggled to save victims of the fever. In 
this new pestilence, physicians are, likewise, not being 
charged with its dissemination. Few will deny, however, 
that physicians are being loaded, in an increasing man- 
ner, with responsibility for failure. Now, just as in 
typhoid fever, physicians must reassert their innocence 
of causation, and I would suggest a new public relations 
approach. Physicians should point out that the miseries 
they discuss are the result of social environment. One 
surely recognizes the fact that the political clamor dur- 
ing the last few decades has had a profound effect on 
everyone. While it may be true that a physician should 
not lecture on politics, it is even more true that when 
politics has made medicine its business, it is the physi- 
cian’s duty to speak out. Political philosophies do little 
to increase friendship between groups of people, physi- 
cians and their patients included. Half-educated boys 
have been allowed to engineer changes of the most pro- 
found nature in man’s relation to his government. Sense 
of continuity with the past, both in government and 
family, has been ignored, scorned, or perverted. In an 
excellent recent book, Nisbet says, in quoting C. W. 
Mills, “The uneasiness, the malaise of our time, is due 
to the fact that in our politics and economy, in family 
life and religion, in practically every sphere of our ex- 
istence, the continuities of the 18th and 19th centuries 
have disintegrated or been destroyed, and at the same 
time no new knowledge for the new routines we live and 
must live has taken hold. The malaise is deep rooted, 
for the absence of any order of belief has left men 
morally defenseless as individuals and politically im- 
potent. They have no culture to lean upon except the 
contents of a mass society that may shape them and 
seeks to manipulate them to its own ends.”® A good 
point can be made for the thesis that much of the illness 
seen today is the result of a loss of community—that :s 
to say, a loss of old values, old taboos, old restrictions, 
and old prejudices that used to confine moral behavior— 
and to the family and community support that used to 
bolster persons in times of emotional stress. If these 
things are true, physicians’ puny efforts with pills and 
injections will be of little value. There should be promise, 
however, in a realization of the problem and in a new 
approach. 
TYPE OF HELP NEEDED 

The emphasis, then, should be on the help needed to 
lead persons to better understanding of life away from 
physicians’ offices. Too many persons have been up- 
rooted from their environment or have lost the sources 
of the reassurance that keeps persons in emotional 
balance. Many of them need only to reestablish them- 
selves in a group to find again the reinforcing benefits 
of friends and neighbors. In these cases the church may 
help, but a good deal more could be done along this 
line. Clubs and lodges supply help also. More than these, 
facilities and techniques for the development of new 
interests and new skills are needed. In the days when 
the largest piece of farm machinery was a wooden plow 
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every man could be his own craftsman. The recent} 
criticized bigness in corporate structure has become a 
practical necessity. The village blacksmith could not be 
expected to manufacture transport aircraft or bulldozer; 
This necessary emphasis on bigness has tended to crow, 
the person skilled in the use of his hands into the back. 
ground; therefore, when a person who has spent hig 
active working years on an assembly line or in routine 
sales or office work is no longer employable in such 
fashion, he has little on which to fall back in his need 
for useful activity. There is a steady diminution in hours 
of work in industry and in the home. Most persons are 
thus released from their breadwinning or homemaking 
tasks for many hours weekly. The general impression js 
that a sizeable group thus emancipated busy themselves 
killing each other off on the highways. Others have 
turned to television or the more spectacular pastimes 
induced by alcohol. It is possible that some, at least. 
would interest themselves in developing new skills and 
hobbies if such could be made available. A sense of 
personal achievement is not readily perceptible in mass 
production industry. One need not emphasize the virtue 
of handicrafts in the therapy of emotional disturbance. 
Surely it is known that keeping busy, within the physical 
limits imposed by illness or age, is a valuable practice, 
There is increasing emphasis on adult education in the 
United States, but this is mostly in scholarly subjects 
and little notice is given to reeducation in tension-reliev- 
ing work. What would help all persons to an extent 
hardly predictable would be a recognition of this prob- 
lem by a nongovernment authority. I need give only 
one example of such an activity, that of the Carnegie 
free libraries that dot the United States. Here is an ex- 
ample of practical philanthropy of the greatest potential 
good. Many persons gained their first knowledge of 
books, their first glimpse of the world outside, in the 
quiet shelter of their home town library. The same idea 
could be applied to the development of local craft and 
hobby centers. Too much is said of social security, of 
pensions, and of geriatrics, and not enough practical 
effort is being devoted to the most necessary thing, 
giving persons something to do, something they can do 
themselves, something that will not only serve to take 
their minds off their internal rebellions but will actually 
produce a visible and soul-satisfying result. 


SUMMARY 

The medical profession, with all its progress, needs 
outside help on the problem of emotionally ill, displaced, 
abandoned, chronically unhappy, or otherwise handi- 
capped persons. Physicians can suggest, they can advise, 
they can warn, but they cannot go with these persons 
into the community and lead them into new interests 
and new drives to demonstrate reasons for living. This 
is, and must be, the responsibility of society. There is 
too much wastage of human resources in the commu- 
nities’ own back yards. Practical and interesting demon- 
strations of how best to use increasing amounts of 
leisure time are needed. Not only would this help to 
reduce the amount of functional disease, it would also 
help to remove a potential threat to the private practice 
of medicine. Physicians should not cease to attack the 
life-threatening diseases, but they need to recognize how 
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nany persons there are who have not been helped by 
jugs or surgery and how greatly they suffer. Too many 
sons today tend to blame physicians for failure to 
cure emotionally ill persons. Physicians do attempt the 
care of these persons, but their efforts are inadequate. 
The medical profession should stimulate renewed in- 
yiry into the causes of functional disorders. Physicians 
should not sit back and assume the blame for failing to 
cure persons with functional illness nor expect them all 
«o seek the analyst’s couch. Physicians should, instead, 
point out that the trouble may be with society, with 
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man’s conversion into a modern wanderer uprooted 
from his past, his old assurances and prejudices washed 
away and not replaced by new solidity. Persons come 
in increasing numbers to physicians’ offices and, in many 
cases, turn away in despair. It seems a bit foolish for 
physicians to castigate themselves and allow others to 
castigate them for the emotional illness of a sick society. 
Physicians should assert the fundamental nature of the 
problem and, by doing so, aid in the elimination of this 
modern pestilence. 


627 11th St., N. 














ANESTHESIA FOR 










Anoxis, swelling of the brain, and excessive bleeding 
create the greatest dangers to successful neurosurgical 
procedures. Anoxia starts a vicious cycle by causing in- 
creased permeability of the capillaries, which results in 
ioss of fluid into the tissues, and this, in turn, leads to 
seater degrees of tissue anoxia. Increased volume of 
the brain may be caused by cerebral edema or vascular 
engorgement and necessitates more retraction by the 
surgeon to expose the operative field correctly. Excessive 
bleeding also results in cerebral edema, obscuring of the 
wrgical field and, consequently, greater cellular damage. 
The prevention of anoxia and cerebral edema is the main 
goal of the anesthesiologist, the problem of bleeding 
remains the concern of the surgeon. 

Neurosurgery presents problems in anesthesia that are 
not confronted in other types of surgery. In this type of 
wurgery patients are seen who are in varying degrees of 
consciousness; some have increased intracranial pressure, 
while others have tumors so located that vital functions 
are in constant jeopardy. These conditions may exist 
ingly or in combinations. The anesthesia requirements 
for neurosurgical patients are different, also. For the 
wurgical procedure, only light anesthesia is required, 
without consideration of muscular relaxation. Anesthesia 
should be carried at a light plane so that the patient 
awakens shortly after the operation is over. This allows 
the surgeon to check movements of the extremities and 
other vital signs; however, anesthesia must be of sufficient 
depth to prevent any reaction to the endotracheal tube. 
Moreover, electrocoagulation is in almost constant use 
by the surgeon, and, therefore, an anesthetic agent that 
eliminates or reduces the hazards of fire and explosion 
must be chosen. In no other type of surgery is the patient’s 
aif passage so inaccessible, once the tables and drapes 
are in position, as in cranial surgery; therefore, an ab- 
solutely patent airway, without danger of obstruction, 
must be insured before the operation is started. 




























POSITION OF PATIENT 


Often the patient’s position makes the anesthesiolo- 
gist’s task more difficult. The patient must be placed so 
that the surgeon will have the clearest view of the operat- 
ing field and the best approach, although, technically, it 
may be difficult for the anesthesiologist to maintain nor- 
mal cardiovascular and respiratory physiology. 

. -~ i ' 








NEUROSURGICAL PROCEDURES 
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Prone.—If the prone position is to be used, the patient 
must be placed on padded rolls or sandbags in such a 
way that the shoulders and hips are raised off the operat- 
ing table. This will insure adequate excursions of the 
thorax and abdomen during the respiratory exchange. 
The use of a pillow under the lower part of the abdomen 
to reverse the anatomic lordosis in facilitating operations 
on disks ' not only restricts the excursions of the dia- 
phragm but also causes pressure on the vena cava, and 
the amount of venous blood returned to the heart is 
decreased. Concurrently, there will be engorgement of 
the vertebral venous plexus and increased bleeding in 
the operative field. The prone position, with the neck 
flexed and the face in a horseshoe-shaped support, often 
is used for laminectomies on the upper cervical vertebrae 
and for operations on the posterior fossa. Whenever the 
neck is flexed, the danger of the endotracheal tube be- 
coming kinked is constant. This difficulty has been cir- 
cumvented by the use of plastic endotracheal tubes that 
do not kink on sharp angulation. Another danger that 
must be overcome is the exertion of pressure on the eyes 
by the face piece. As pointed out by Hollenhorst and 
others,’ prolonged pressure on the eyes may cause per- 
manent injury. 

Sitting —When the sitting position is used, the cardio- 
vascular system may be embarrassed unless certain 
precautions are taken. At the Mayo Clinic one of two 
different pieces of apparatus is used to position the pa- 
tient, namely, the Craig * headrest or the Adson * chair. 
When the Adson chair is used, the possibility of severe 
pooling of blood in the lower extremities is always 
present; a decrease in cardiac output follows a decrease 
in the volume of venous blood returned to the heart. 
Because of this, the maintenance of normal blood pres- 
sure may be difficult at times, and if marked hemorrhage 





From the Section of Anesthesiology, Mayo Clinic, and the Mayo 
Foundation, University of Minnesota Graduate School. 

Read before the Section on Anesthesiology at the 103rd Annual Meet- 
ing of the American Medical Association, San Francisco, June 23, 1954. 

1. Hunter, A. R., and Hewer, A. Jj.: The Present Position of Anaes- 
thesia for Neurosurgery, Proc. Roy. Soc. Med. 45: 427-434 (July) 1952. 

2. Hollenhorst, R. W.; Svien, H. J., and Benoit, C. F.: Unilateral 
Blindness Occurring During Anesthesia for Neurosurgical Operations, 
Unpublished data. 

3. Craig, W. McK.: A Neurosurgical Head Rest for Use in Army and 
Navy Hospitals, J. Neurosurg. 1: 163-165 (May) 1944. 

4. Adson, A. W., and Little, G.: Upright Cerebellar Frame, Proc. 
Staff Meet., Mayo Clinic. 9: 481-484 (Aug. 8) 1934. 












590 NEUROSURGICAL ANESTHESIA—OSBORN 


occurs it is impossible. To overcome venous pooling, the 
legs should be wrapped from the foot to the thigh with 
elastic bandages. Another danger is that of curtailment 
of thoracic expansion that may occur if the patient is 
strapped tightly in the Adson chair, especially if the 
straps are placed about the thorax. The Craig headrest 
overcomes the possibility of venous blood pooling in the 
extremities if it is correctly utilized. This means that the 
lower extremities should be on a level with the heart. 
There is no limitation of respiratory excursions when 
this position is used. Another hazard inherent to the 
sitting position is that of air embolism. The pressure 
within the veins of the cervical region and within the 
cranium may be subatmospheric, and, when they are 
opened, air may be sucked in. This has not been a major 
problem at the Mayo Clinic, since the neurosurgeon uses 
extreme care to cover and coagulate or tie any open vein 
immediately. 
MEDICAMENTS 

Medicaments to be used prior to intracranial opera- 
tions present numerous problems. For many years most 
anesthesiologists have been taught that morphine sulfate 
or morphine-like products should not be administered to 
neurosurgical patients. Morphine was supposed to in- 
crease intracranial pressure per se, and, therefore, its use 
was contraindicated. It is my feeling that this is not essen- 
tially true, but rather that morphine, in large doses, 
depresses respiration and produces hypoxia and hyper- 
capnia. These, in turn, cause increased intracranial 
pressure. A great increase in intracranial pressure, as 
shown by papilledema, contraindicates the use of mor- 
phine and like substances; however, patients who do not 
show any evidence of choked optic disks should not be 
denied small doses of morphine or similar drugs. The 
administration of opiates before operation will assure a 
smoother induction of anesthesia and a smaller total 
dosage of the main anesthetic agents. If generalization 
for preoperative medication can be made, I suggest that 
one of the short-acting barbiturates should be given the 
evening prior to surgical intervention and the morning 
of the operation. This should be followed by a dose of 
atropine, with or without morphine, as the case warrants. 


LOCAL ANESTHESIA 

Local anesthesia is excellent for cranial operations. If 
possible, morphine and scopolamine hydrobromide are 
given to the patient to insure a more comfortable and 
painless operation. The use of scopolamine rather than 
atropine is advised at the Mayo Clinic because of its 
additional sedative effect. It is felt that patients who are 
in coma should not be given a general anesthetic, and, 
therefore, under these circumstances, local anesthesia 
becomes the method of choice. Those patients who are 
tranquil and stoic also are good candidates for craniot- 
omies under local anesthesia. When a scalp block is done, 
the anesthesiologist must be sure that the infiltration is 
carried out through three definite levels: intradermally, 
subcutaneously, and intraperiosteally.® If there is danger 
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that the comatose patient will lose his airway, then jt 
well to intubate him under topical anesthesia before 
surgical procedures are begun. 


GENERAL ANESTHESIA 


Ether is still one of the chief anesthetic agents seq 
for neurosurgical patients. Anesthesia can be induced 
either with thiopental (Pentothal) sodium or with Nitroys 
oxide and oxygen. Since the combination of ether anj 
oxygen is highly explosive, drop ether alone should be 
used in the operating room. I have found that this js , 
safe agent, even with electrocautery. The barrier o 
drapes, towels, and rubber sheeting between the operative 
field and the face of the patient makes this an acceptable 
agent. Care must be exercised to insure adequate oxy. 
genation when air-ether mixtures are used. Faulcone; 
and Latterell* have pointed out the ease with which 
inadequate oxygenation is brought about by the drop 
ether technique. 

The Mayo Clinic philosophy concerning general anes. 
thesia for neurosurgery has changed markedly during 
the past two years. Until that time, the vast majority of 
patients received ether for general anesthesia. Since that 
time, there has been a marked swing toward the use of 
thiopental, nitrous oxide, and oxygen as the chief general 
anesthetic agents. The main reason for this change is that 
oxygen can be administered continuously to the patient: 
therefore, the induction of anesthesia is smooth and easy, 
without coughing or straining; the patient can be readil 
kept at a light plane of anesthesia; and the patient is 
awake, or nearly awake, shortly after leaving the operat- 
ing table. Just as vitally important is the decidedly lower 
incidence of postoperative nausea and vomiting. 

One of the chief complaints against the use of thio- 
pental as the anesthetic agent for neurosurgical proce- 
dures is that the patient is more apt to cough or “buck” 
when the endotracheal tube is inserted. As the technique 
used at the Mayo Clinic has been continuously improved, 
there has been a smaller and smaller incidence of these 
episodes. We use curare to obtain the relaxation needed 
for the intubation. A test dose of 3 mg. of d-tubo- 
curarine, plus 2 cc. of a 2.5% solution of thiopental 
is given. If, after one or two minutes, the drug does 
not produce any untoward effect, an additional dose of 
9 to 12 mg. of curare is given and just enough thiopental. 
4 to 5 cc., to make the patient unaware of the curariza- 
tion. Since it takes curare about five minutes to reach its 
optimal effect, there is another waiting period. After this 
the patient is given a rather iarge dose, 15 to 20 cc., of 
thiopental, and the throat and larynx are thorough) 
sprayed with a 10% solution of cocaine. At least 4 
minute is allowed for the cocaine to take effect before 
the endotracheal tube is inserted under direct vision. Onl) 
in a few patients has this dose of thiopental caused apnea, 
and at no time has it proved to be troublesome. Inter- 
mittent doses of thiopental plus a three to one mixture 0! 
nitrous oxide and oxygen are used for the rest of the 
operation. If the patient appears to require an excessive 
amount of thiopental during the procedure, a small sup- 
plemental dose of morphine or meperidine (Demerol) 
hydrochloride is given intravenously. Occasionally, a pa- 
tient will tend to cough after the endotracheal tube has 
been inserted. The administration of a small amount of 
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ether, 0.25 to 0.5 oz. (7.09 to 14.18 gm.), prior to the 
‘eration will quiet the cough reflex. An intracranial pro- 
-edure cannot be considered to be safe if an endotracheal 
be is not in place. Although, initially, the anesthesia 
just necessarily be deep for the introduction of the tube, 
his queswonable hazard is more than compensated for 
py the added safety of a clear, controlled airway. 

‘In using thiopental as the main anesthetic agent, the 
harynx, larynx, and, if possible, the upper part of the 
achea should be thoroughly sprayed with cocaine. Since 
thiopental does not obtund the throat reflexes, topical 
snesthesia is the only means of abolishing or depressing 
them. Care should be taken to insure the use of an endo- 
tracheal tube of the correct length. Ideally the tube should 
extend only about 1 to 1.5 in. (2.54 to 3.81 cm.) beyond 
the vocal cords. If a tube is too long it may touch the 
-arina and cause prolonged bouts of coughing. Exces- 
ively long tubes may even enter one of the main bronchi 
and cause atelectasis of the opposite side. If the lesion is 
icated in the posterior fossa, or high on the spinal cord, 
care must be used when intubation is performed. The 
head should never be extended during the intubation, as 
this may cause tonsillar herniation or may damage the 
vervical portion of the spinal cord. 


























INDUCED HYPOTENSION 

The number of cases in which we have used induced 
hypotension has been purposely small. It has been my 
feeling that hypotension should be utilized only when it 
is absolutely indicated. If, after consultation with the 
neurosurgeon, it is felt that excessive or uncontrolled 
bleeding caused by the surgical procedure may jeopardize 
the patient’s life, then I feel that the use of a hypotensive 
agent is warranted. Those patients who have been shown 
io have severe cardiovascular or renal damage have been 
excluded as candidates for induced hypotension. There 
has not been any untoward effect from the use of the 
hypotensive technique. In no case has the level of the 
diastolic pressure been purposely taken below 70 to 80 
mm. Hg. I consider levels below this to be hazardous, 
and they do not necessarily contribute to any additional 
improvement in the operative field. Replacement of blood 
during hypotension must be as exacting as possible. A 
normal volume of circulating blood is the only physio- 
logical means the body has to maintain adequate blood 
pressure in the face of loss of sympathetic control. I have 
ued both hexamethonium bromide and trimethaphan 
(Arfonad) camphorsulfonate as the hypotensive agent, 
and, although I have not had any difficulty with either 
one, | feel that trimethaphan is easier to control. 

Many times the anesthesiologist is able to assist the 
neurosurgeon in making a diagnosis. By blocking the 
cervical or lumbar sympathetic nerves the anesthesi- 
dlogist may be able to prove or disprove the efficacy of 
proposed surgical procedures. Diagnostic blocking of 
somatic nerve roots to determine relief of pain may be of 
benefit to the neurosurgeon in deciding whether to per- 
lorm rhizotomy or chordotomy. In some cases the patient 
may not be a suitable candidate for operation, and the 
anesthesiologist may attempt permanent relief by inject- 
ing alcohol into a specific nerve or sympathetic ganglion. 
Itshould be kept in mind that whenever alcohol is in- 
ected there is always the danger of producing alcohol 
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neuritis, and, therefore, its use should be limited. Roent- 
genology has been a boon in exact placement of needles, 
both for diagnosis and therapy. 


SUMMARY AND CONCLUSIONS 

Anoxia, the perpetual bugaboo of the anesthesiologist, 
causes constant concern during neurosurgical operations. 
It not only has the same general effect as with other pa- 
tients but also perpetuates increased intracranial pressure 
by producing cerebral edema. The anesthesiologist, 
therefore, attempts to eliminate anoxia episodes, insofar 
as possible, by giving oxygen continuously throughout 
the operation. The administration of thiopental, nitrous 
oxide, and oxygen and the use of an endotracheal tube 
have resulted in safe, easily handled, and efficient anes- 
thesia. Morphine and similar opiates should not neces- 
sarily be eliminated from preoperative medication. 
Morphine has proved to be an excellent medium to reduce 
the total dose of the main anesthetic drug. Induced 
hypotension is still in its infancy, and, although it is of 
value in selected cases, indiscriminate use may prove 
disastrous and lead to its abandonment. 


102 Second Ave., S. W. 
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SPECIFIC VASCULAR CHANGES IN GOUT 


Eugene F. Traut, M.D., Oak Park, Iil. 
Alva A. Knight, M.D. 
Paul B. Szanto, M.D. 


and 


Edwin W. Passerelli, M.D., Chicago 


Arterial disease is respected as an inevitable as well as 
the most serious complication of gout. Barring accident 
or other common hazards, the patient afflicted with gout 
will die directly or indirectly of changes in his circulatory 
apparatus. Formerly, gouty lesions were ascribed to 
arterial changes; this opinion is no longer held. Hyper- 
uricemia is not believed to be the cause of the vascular 
changes. Instead, the underlying, unknown cause of the 
other manifestations of gout is thought to induce the 
arteriosclerosis. 

Discovery of urate in the arteries or in the heart adds 
specificity to the cardiovascular changes. Urate crystals 
in blood vessels or in the heart were reported by the 
earliest writers. The authenticity of these reports has been 
doubted, notably by Minkowski.' Deposition of urates 
in the vessel walls and in the heart valves is regarded not 
as the cause of the tissue changes but rather as an ac- 
companiment of the alterations in the blood vessels. Of 
course, degeneration in the arterial walls and in the valves 
may favor the collection of urates. 





Dr. Kenneth M. Campione assisted in the preparation of this paper. 

From the Departments of Medicine and Pathology of the Presbyterian 
Hospital of Chicago and of the Cook County Hospital and from the 
Hektoen Institute. 

1. Minkowski, O.: Neue deutsche Klinik, Berlin, Urban & Schwarzen- 
burg, 1930, p. 220. 
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In two recent autopsies on patients who died of un- 
mistakable gout, urates were found in arteries and in the 
valves and muscle of the heart. The two cases in this re- 
port are remarkable not only for the pathological vascu- 
lar conditions seen; they also represent the only cases 
of gout described in the autopsy protocols of two large 
hospitals. The first patient was the single patient listed 
as dying of gout in the protocols of the Presbyterian Hos- 
pital of Chicago. The second patient was the only patient 





é Fae , © 
~w fi. 
Fig. 1.—Photomicrograph (low power) showing two arteries in the sub- 


mucosa of the colon in a patient with gout. Clefts indicate the position 
of crystals. 


with gout recorded in the 10,036 autopsies dating from 
Jan. 1, 1945, through Sept. 15, 1952, at Cook County 
Hospital. Descriptions of rheumatoid arthritis and de- 
generative arthritis were correspondingly sparse. 

Gout is primarily a disturbance of function that only 
secondarily shows itself by an alteration of structure. 
Thus gout is primarily a clinical disease and only oc- 
casionally recognized by pathologists. In this respect 
gout is similar to another disturbance of metabolism, dia- 
betes mellitus. Deaths in patients having gout are likely 
to be filed under the name of the disease regarded as caus- 
ing death, such as nephritis, arteriosclerotic or hyperten- 
sive heart disease, or cerebrovascular accident. Prosec- 
tors apparently pay little attention to joint disease while 
concerning themselves with the contents of the great 
cavities of the body. This failure to describe skeletal 
changes may in part be ascribable to the legal restrictions 
on postmortem incisions in the extremities. 

Case 1.—The patient was a 50-year-old man of English 
ancestry. He had had arthritis due to gout for 12 years. He 
characterized himself as a heavy eater of meat and a good 
drinker. He was admitted to the Presbyterian Hospital seven 
times between 1944 and 1951 for acute arthritis due to gout, 
excision of 31 gm. of urate from a great toe joint, coronary 
thrombosis, cardiac failure, and, finally, rupture of an abdominal 
aneurysm. His blood pressure ranged from 150/100 to 240/140 
mm. Hg. He had marked albuminuria, and his plasma uric acid 
level varied from 7.8 mg. per 100 cc. to 13.1 mg. per 100 cc. 

At autopsy the body showed tophi measuring 6 cm. in 
diameter in the metatarsophalangeal articulation of each great 
toe. Smaller tophi were seen in the elbows and wrists and in 
the external part of the ears. The abdomen was distended. Be- 
sides the gouty tophi with urate crystals, other findings were 
portal cirrhosis of the liver, nephrosclerosis, cholelithiasis, in- 
farction of the myocardium, marked arteriosclerosis, and a 





2. Dr. George M. Hass gave the description of the three photo- 
micrographs. 
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rupture of the aorta. Unfortunately, the tissues re; 
fixed in aqueous solutions rather than in alcohol. 

Two arteries (fig. 1) in the submucosa of the colo 
mild fibrosis of the media with partial disruption of {he jp;o,,) 
elastic membrane. There was continuity of fibroce| : 
between the media and the lumen of the vessel. Th 
been occluded by a thrombus, which had undergone 
tion. In the loose-textured connective tissue between 1} 
channels in the organized thrombus there were several cleft.ji,, 
spaces indicating the position of crystals dissolved from the 
tissues. The exact nature of the crystals formerly OCCUPY ing 
these spaces was not clear. The spaces did not, however. laees 
the appearance of crystal clefts indicative of cholesterol] or one 
of cholesterol. There were no foamy macrophages in s, 
neighborhood of the clefts or elsewhere in the fibrous ies 
between the newly formed vascular channels. 7 

In an artery (fig. 2) located in fat tissue between lobules 9 
pancreatic glandular tissue there was a mild, chronic, inflam. 
matory reaction in the adventitia. The smooth muscle of the 
arterial wall had largely been destroyed. The internal elas 
membrane could not be recognized. There was an extensive 
granulomatous, proliferative reaction involving a large part of 
the media and the fibroelastic tissue and obliterating a Jarg. 
part of the lumen of the vessel. The residual lumen of the ves 
or a channel resulting from organization of a thrombus could 
be seen to the right. The granulomatous reaction was to the 
left. In the area of granulomatous proliferation there were fibro. 
blasts and multinucleated giant cells. Very delicate crystal clef, 
could be seen in the homogenous material surrounded by the 
fibroblasts and giant cells. The clefts here closely resembled 
those that occur in foci of urate deposition in gout: however 
identity of the crystal clefts with those produced by urates wa 
not established. The resemblance was convincing. 

Crystals (fig. 3) were found in hyalinized connective tissye 
of a thickened intima in a coronary artery. The crystals hav 
not been identified as urate crystals. The crystal structure js jp 
keeping with that of urates. It is believed that they resiste 
solution in the aqueous fixative because the locus in which they 
were found was a calcified zone.” 
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Case 2.—The patient was a retired contractor of German 
extraction. At his first admission to Cook County Hospital he 
was 74 years old and had had arthritis due to gout for 4 


years. The joint swellings would at first disappear with warm 








Fig. 2.—Photomicrograph (medium power) showing cross section of an 
artery. Crystal clefts are surrounded by fibroblasts and giant cells in the 
wall of the artery. : 





weather. Sinuses that discharged yellow and white chalky ma 
terial had developed in two toes. He had been a heavy beer- 
drinker as an adult. There was no joint disease in his antecedents 

The joints of the fingers and toes were deformed by large. 
hard swellings. There was a hard deposit 0.5 cm. in diameter 
in the helix of the right ear. The patient’s blood pressure was 
150/100 mm. Hg. He had proteinuria. The uric acid in his blood 
measured 7.8 mg. per 100 cc.; the nonprotein nitrogen was 5! 
mg. per 100 cc. The electrocardiogram showed flattened T-wave 
and premature auricular beats. 
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fhe patient had flaccid paralysis of his legs and complete loss 
of bladder and bowel control before his death. The paraplegia 
was found, at autopsy, to be due to osteosarcoma of the spine 
developing in osteitis deformans (Paget's disease). Death was 
due to pyelonephritis. 

Typical crystals of sodium biurate were isolated from the 
tophus in the helix of an ear. A section through the metatarso- 
phalangeal joint of the fifth toe on the right foot showed urate 


Fig. 3.—Photomicrograph of clefts in the wall of a coronary artery in 
a patient with gout. The photomicrograph was taken with polarized light 
at high power. 


deposits ° destroying the bone to produce punched-out lesions. 
Each kidney weighed 150 gm. and showed the typical picture 
of arteriolonephrosclerosis. The surface of each kidney was 
uniformly granular. The cortex was narrowed. The cortico- 
medullary borderline was sharp. Microscopically, there were 
hyalinized glomeruli with thickening of the vas deferens. 

The heart was normal in size and shape. The coronary arteries 
were sclerotic. The undersurfaces of the mitral leaflets showed 
deposits of chalky material (fig. 4) extending down over the 


Fig. 4.—Photograph of specimen showing chalky material extending 
from the lower surface of a mitral leaflet along the parietal endocardium. 
Thickened ortic cusps are seen. 


parietal endocardium. This material reacted positively to 
Weidel’s (murexide) test. The margins of the aortic cusps were 
thickened with an amorphous material. 

Microscopically, a mitral leaflet showed a bulbous thickening 
due to deposits of amorphous eosinophilic material. Under 
higher power, calcification was found in this amorphous 
material. 

CONCLUSIONS 


The study of the arteries in the first case indicate 
deposits of crystals either in the proliferated intima 
of arteries or in organized thrombi. The general form 
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of the crystals and the pattern of the clefts that remained 
in areas from which crystals had been dissolved strongly 
suggest the probability of urate deposition. The second 
patient had the usual nonspecific arteriosclerotic changes 
sO prominent in gout. In addition, unusual accumulations 
of urates were demonstrated in the heart (“visceral 
gout’). 

In 1940, Bunim and McEwen ' found eosinophilic 
amorphous material in a bulbous thickening of a mitral 
leaflet of a patient with gout. The material gave positive 
chemical reactions to tests for uric acid. The mass was 
surrounded by foreign body giant cells as in typical tophi. 
The histopathological findings in our first case show 
similar evidences of cellular inflammatory reaction. In 
the second case, however, multinucleated giant cells were 
not seen. This might lead to an assumption that the urates 
were deposited in the excresences of endocardiosis. Evi- 
dence against such an idea is the finding of the lesion in 
the pocket and the involvement of the parietal endocar- 
dium. It is hoped that this paper will lead to careful 
scrutiny of the viscera in bodies that show evidence of 
joint disease and the use of absolute alcohol as a fixing 
solution for tissues removed from patients who possibly 
had gout. 


715 Lake St. (Dr. Traut). 


3. Lillie R. D.: Histopathologic Technique, Philadelphia, Blakiston 
Company, 1948, p. 251. Schultz, A.: Zur Frage der Beziehungen zwischen 
Leukamie und Gicht. Zugleich Mitteilung histologischer Darstellungs 
methoden der Harnséure und der Urate, Virchows Arch. path. Anat 
280: 519, 1931 

4. Bunim, J. J., and McEwen, ¢ 
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Tophus of Mitral Valve in Gout 


HEPATOPORTAL ARTERIOVENOUS FISTULA 


Gordon F. Madding, M.D., San Mateo, Calif. 
William L. Smith, M.D. 


and 


Lloyd R. Hershberger, M.D., San Angelo, Texas 


One of the most hazardous types of bleeding from the 
gastrointestinal tract is that occurring from esophageal 
or gastric varices. Such varices usually arise following an 
obstruction to the return of portal blood to the systemic 
venous system. There are two common types of portal 
obstruction: that occurring in the liver—the so-called 
intrahepatic type—and that seen in_ splenomegaly 
(Banti’s syndrome), in which the portal vein is ob- 
structed. The latter is referred to as the extrahepatic 
type. In addition Linton ' has described portal hyperten- 
sion occurring secondary to a combination of the above 
two lesions. 

We would like to suggest that the lesion presented by 
the patient in this report represents an additional situation 
in which portal hypertension may develop, i. e., second- 
ary to an arteriovenous fistula between the hepatic 
artery and portal vein. This case is the second to be re- 
corded in the literature. The first was reported by Strick- 
ler, Lufkin, and Rice.* 





1. Linton, R. R.: Surgical Treatment of Bleeding Esophageal Varices 
by Portal Systemic Venous Shunts with Report of 34 Cases, Ann. Int. 
Med. 31: 794 (Nov.) 1949. 

2. Strickler, J. H.; Lufkin, N., and Rice, C. O.: Hepatic Portal Arterio- 
venous Fistula: Case Report, Surgery 31: 583 (April) 1952. 
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The patient on whom we are reporting showed evi- 
dences of portal hypertension as manifested by enlarge- 
ment of the portal vein, congestive splenomegaly, and 
gastrointestinal hemorrhage of a severe degree secondary 
to esophageal varices. 


REPORT OF A CASE 


A 48-year-old white man was first seen by one of us (W. L. S.) 
in February, 1952. The patient gave an 11 year history of 
stomach trouble. In 1944, an x-ray diagnosis of duodenal ulcer 
had been made and treatment instituted. The patient had had 
recurrent episodes of ulcer distress from that time until his 


Fig. 1.—Gross specimen of the liver, reduced slightly more than 
one-fifth. The horizontal probe extends from the hepatic artery over into 
the portal vein. A, gallbladder; B, hepatic artery; C, common duct; D, 
fistula; and E, portal vein. 


present admission on Feb. 27, 1954, when he was admitted to 
the hospital in a state of shock. The patient had had a severe 
hematemesis at his home one hour prior to his admission to 
the hospital. During the past two years a sense of fulness 
associated with nausea and vomiting had been the patient’s chief 
complaint. Pain had not been a prominent symptom during this 
period. 

At the time of admission the temperature was 101.2 F, pulse 
rate 108 beats per minute, respirations 24 per minute, and blood 
pressure 70/50 mm. Hg. Treatment for shock was given, and 
the next day laboratory findings showed a hemoglobin level of 
11.5 gm. per 100 cc. and a leukocyte count of 24,700 per cubic 
millimeter with a normal differential count. The nonprotein 
nitrogen level was 84 mg. per 100 cc. The sulfobromophthalein 
(Bromsulphalein) retention test showed 49% retention in 5 
minutes and 8% retention in 45 minutes. Urinalysis showed no 
abnormalities. 

With the general improvement of the patient, it was felt on 
March 1 that an effort should be made to determine the site of 
bleeding, and accordingly he was moved to the x-ray department. 
When he assumed the upright position, the patient again went 
into shock, and following this there was vomiting of a con- 
siderable amount of bright red blood. Further transfusions were 
instituted, and during the day he complained of severe pain in 
the region of the 11th and 12th ribs of the right side of such a 
degree that it was necessary to give hypodermic injections of 
morphine for relief. On March 1, after the bleeding episode, 
the blood count showed a hemoglobin level of 9.9 gm. per 
100 cc. with 3,290,000 red blood cells per cubic millimeter. The 
patient continued, throughout the day, to have hematemesis of 
small amounts of what appeared to be old blood, but on the 
evening of March 1, because of an additional gastrointestinal 
hemorrhage of severe degree, the patient was seen by one of us 
(G. F. M.) in consultation. It was felt that surgical intervention 
was indicated, and accordingly the patient was prepared for 
surgery. 

With the patient under general anesthesia the abdomen was 
opened through a midline incision, and exploration showed 
essentially normal findings except for the dark blood that 
appeared in the stomach, small intestine, and colon. There was 
a scar on the first portion of the anterior surface of the duo- 
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denum with considerable puckering. A gastrotomy wa arried 
out, and there was no evidence of bleeding from the du shia 
All hemorrhage was occurring from the gastric side of the 
stomach opening. The ulcer on the anterior wall of 4 
denum was well healed, and there was no evidence 0} 
ulceration in the duodenum proper. The surgeon’s inde finger 
was passed into the epiploic foramen (foramen of Winslow) 
and on palpation a coarse thrill was felt, which « tinued 
throughout the cardiac cycle. The spleen was enlarged. and 
there were dilated vessels about the cardiac end of the stomach 

It was postulated that this patient was suffering from a hepatic 
artery portal vein fistula with secondary portal hypertension and 
that the bleeding was occurring from esophageal varices. The 
liver appeared normal in all respects. Compression of the hepatic 
artery in the hepatoduodenal ligament completely obliterated 
the thrill. An attempt to isolate the fistula appeared too hazard. 
ous because of the fibrosis in the hepatoduodenal ligament. The 
hepatic artery was then isolated proximal to the origin of the 
right gastric and gastroduodenal arteries and ligated; the ligation 
was done with heavy black silk. After this there was about 75% 
reduction in the thrill at the fistulous site. Next, the right gastric 
and gastroduodenal arteries were isolated and_ individually 
ligated, which further reduced the thrill by approximately 15%. 
It was not, however, until the right and left branches of the 
common hepatic artery were ligated that the thrill completely 
disappeared. All clots were then removed from the stomach: 
active bleeding had ceased. The gastrotomy opening was then 
closed. The patient returned to his room in fair condition. 
During surgery and the succeeding 12 hours he was given a 
total of 4,000 cc. of whole blood because of intermittent episodes 
of hematemesis. 

On the next day, March 2, the patient vomited rather fre- 
quently small amounts of dark blood, but his condition seemed 
fairly good and he complained of hunger. Hemoglobin level on 
this date was 9.75 gm. per 100 cc. and the erythrocyte count was 
3,420,000 per cubic millimeter. Although absorbable gelatin 
sponge (Gelfoam) and buffered thrombin had been given in an 
effort to control the bleeding, the patient continued to have 
infrequent bouts of hematemesis of small amounts of old blood. 
The Sengstaken tube was not then available for use as an aid 
in controlling the esophageal bleeding. 

On March 3 the patient’s condition was essentially unchanged. 
The hemoglobin determination was 12.75 gm. per 100 cc. with 
4,260,000 erythrocytes per cubic millimeter. The hematocrit was 
39%. He continued to have some dark blood in the vomitus, and 
at 11 p. m. on that date he again had a massive hemorrhage and 
went into shock. The blood pressure was 65/0 mm. Hg, and 
the pulse was hardly discernible. Additional blood was given, 
and the patient’s condition remained critical throughout the Sth 
and 6th of March. At 2 a. m. on March 7, which was the sixth 
postoperative day, the patient had another massive hemorrhage 
and went into acute collapse and died. The patient received a 
total of 24 pt. (11.3 liters) of whole blood during his hospital 
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Fig. 2.—Diagram of fistula, showing the fistula tract connecting the 
hepatic artery with the portal vein. 


Pathological Findings.—The postmortem findings in this case 
will be limited to the important pathological condition, i. e., the 
fistula that existed between the hepatic artery and the portal 
vein. Organs that showed no particular changes will not be 
mentioned. On examination of the abdominal cavity grossly, 4 
considerable amount of blood could be seen through the in- 
testinal wall, and this blood was found extending from the area 
of the esophagus all the way to the rectum. The stomach and 
esophagus were moderately dilated, and large esophageal varices 
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-o be detected on the outside or serosal surface at the blood was seen in the stomach itself. One bleeding point could 
ihe gastroesophageal junction. Inspection of the pyloric still be identified post mortem when a small amount of adherent 
‘he stomach and duodenum was next carried out. The blood clot was seen over and attached to a break in a varix. 
iodenal ligament showed moderate induration that was The gastrointestinal tract contained the 500 cc. of clotted blood 
ry to an old duodenal ulcer on the anterior wall. There in the stomach, and darker blood was seen throughout the entire 
was also evidence of a gastrotomy near the pyloric end, which length of this tract. The duodenal ulcer had completely healed, 
had healed nicely by primary intention. and no other bleeding point was found in this system. 

Microscopic Findings.—The liver did not suffer either grossly 
or microscopically because of its loss of blood supply through 
the hepatic artery (fig. 3). The liver cord cells had nuclei that 
stained well, and the cytoplasm did not show any remarkable 
changes. There was a small amount of bile pigment that was 
present in the bile canaliculi, but the amount was not more than 
could normally be expected. The portal spaces did not show any 
inflammatory changes. There was evidence of slight congestion 
in so far that a few sinuses were dilated. 

The fistula trace had the microscopic characteristics of a 
small artery (fig. 4). All normal layers could be identified. The 
only pathological change was a slight degree of intimal pro- 
liferation, which was seen only in patches. The esophagus 
showed some loss of mucosa and numerous dilated veins in the 
submucosal area (fig. 5). One of these vessels was seen at a 
point of rupture with the vessel definitely opening into an 
ulcerated area of the esophagus. Microscopic examination of 
the other organs did not show any important changes. 
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COMMENT 
The case that we are presenting has several facets that 
require some speculation in an effort to explain. It is our 
feeling that the arteriovenous fistula was congenital in 
origin, for there was no history of trauma of a penetrating 
nature. The patient had had a previous diagnosis of duo- 
Fig. 3.—Photomicrograph of liver showing the preservation of normal denal ulcer confirmed by roentgenograms, and consider- 
architecture after multiple ligatures of the hepatic artery had been made able medical treatment had been given for the numerous 
(hematoxylin and eosin stain, magnified 82 times). 2 7 : : 
episodes of reactivation of the ulcer. At the time of the 
The structures of the hepatoduodenal ligament were next surgical exploration there was no evidence of ulceration 
isolated and examined (fig. 1). The hepatic artery had been except for the scarring on the anterior wall of the duo- 
ligated with silk as follows: one ligature was just proximal to 
the right gastric and gastroduodenal branches; a tie was found 
on both the right and left branches of the hepatic artery a slight 
distance beyond the bifurcation; and ligatures were present on 
the two branches of the hepatic artery, i. e., the right gastric 
artery and the gastroduodenal artery, a short distance from 
their take-off. The common bile duct was isolated, and no 
gross pathological condition was seen in this structure. The 
portal vein was next identified, and it was found to be just 
slightly more medial than usual at the level of the duodenum, 
but it curved to the right and entered the liver in its normal 
relations. 
When the hepatic artery was opened, it had a diameter of 
5 mm. throughout most of its extent. Separation of the intima 
was seen in that portion of the hepatic artery between the take- 
off of the gastroduodenal artery and the bifurcation just under 
the liver. Hemorrhage was found under the intima for a distance 
of about 1 cm. in the hepatic artery. 
A fistula was now identified that connected the hepatic artery 
and the portal vein. It had its take-off about 0.5 cm. above 
(toward the liver) the origin of the gastroduodenal artery and 
extended a distance of 9 mm. through connective tissue and 
then entered the portal vein. The diameter of the fistula was 
1.5 mm. A probe could be readily passed through this fistula 
from the hepatic artery to the portal vein (fig. 2). 
The portal vein was now examined, and it appeared to be 
dilated even after postmortem collapse. Its diameter was 2.5 cm. 
The venous channels extending in the direction of the spleen Fig. 4.—Cross section of the fistula (hematoxylin and eosin stain, 
and also in the direction of the lesser curvature of the stomach pee el aga The microscopic characteristics are that of an 
toward the esophagus were all dilated. The liver and gallbladder 
did not appear to be damaged in any way by the extensive : , ‘ 
ligation of the hepatic artery. The liver was not enlarged and denum. An ulcer in this location would not be prone to 
had a weight of 1,700 gm. The lobes were symmetrical and produce bleeding of the nature suffered by this patient. 
conformed to the normal pattern of a liver. There was no gross In addition, when the stomach was opened and the duo- 
evidence of necrosis. denum explored, there was no evidence of active ulcera- 


The gastroesophageal junction showed wrinkling due in part ‘ : 
to the underlying esophageal varices. Bleeding had occurred tion or bleeding from the duodenum proper; all 


rather freely from these varices, and about 500 cc. of clotted hemorrhage was coming from the proximal end of the 
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stomach. With the index finger in the epiploic foramen 
on palpation of the hepatoduodenal ligament, a contin- 
uous coarse thrill was felt throughout the entire cardiac 
cycle. This thrill was most intense in the center of the 
hepatoduodenal ligament and could be completely ob- 
literated by compression of the hepatic artery at this level. 
Compression of the hepatic artery proximal to the right 
gastric artery did not eliminate the thrill, although it was 
reduced by approximately 75%. There was a further re- 
duction of the thrill after ligation of the right gastric 
and gastroduodenal arteries, but it was not until both 
the right and left branches of the common hepatic artery 
had been ligated (in addition to the previously ligated 
common hepatic, right gastric, and gastroduodenal ar- 
teries) that the thrill completely disappeared. After tying 
of the ligature about the common hepatic artery proximal 
to the right gastric artery, a cardiac arrhythmia of the 





Fig. 5.—Photomicrograph of esophagus wall showing mucosal ulcera- 
tion and exposed ruptured verix on left side (hematoxylin and eosin stain, 
magnified 41 times). 


pulsus alternans type developed. It corrected itself, how- 


ever, after one minute. There was no discernible decrease 


in the pulse rate after ligation of the hepatic artery. 
Except for the fistula there were no other evidences of 
congenital lesions in and about the liver and common 
duct. There were numerous dilated veins at the cardiac 
end of the stomach, and the spleen was about twice 
normal size. A devascularization of the upper part of the 
stomach with ligation of the coronary vein and splenic 
artery was considered at the time of surgery. It was felt, 
however, that since the passage of blood from the hepatic 
artery to the portal vein had been stopped there no 
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longer existed a pressure elevation in the portal vein. and 
accordingly the esophageal bleeding would cease. |p 
retrospect, we believe that the above procedure should 
have been carried out, although benefits following such 
procedures have been equivocal.* 

The patient was given intensive treatment with anti- 
biotics (penicillin and streptomycin) postoperatively, 
and at autopsy there was no evidence of hepatic d; image, 
This supports the contention of Markowitz, Rappaport, 
and Scott * and Rienhoff,’ who feel that with adequate 
preparation with antibiotics patients will survive ligation 
of the common hepatic artery without development of 
liver necrosis. 

Of interest is the experimental work of Shilling, 
McKee, and Wilt,” who developed a procedure in which 
the hepatic artery was anastomosed to the portal vein in 
dogs. They were able to find no significant elevation of 
venous pressure, mesentery congestion, or evidence of 
cardiac embarrassment in those animals followed [8 
months. One animal presented some aneurysmal dilata- 
tion of the portal vein 17 months after the production of 
the arteriovenous fistula. 

In the case we are reporting the development of col- 
lateral circulation apparently had occurred, for it was 
impossible to completely obliterate the thrill at the fistu- 
lous site until the branches of the common hepatic artery 
were completely ligated distal to the fistula, thus pre- 
venting retrograde flow into the fistula through these 
arteries. It is our feeling that the fistula was congenital 
in origin and took many years for production of the 
esophageal varices because of the small size of the fistu- 
lous opening. Although there was evidence of dilatation 
of the portal vein with congestive splenomegaly and 
varices, we feel that the process did not progress more 
rapidly because of the amount of inflammatory reaction 
and fibrosis in the tissues around the fistula. This ob- 
viated a rapid dilatation of the structures through which 
the short-circuited blood was flowing. It is also our feel- 
ing that the absence of cardiac dilatation and failure were 
the result of the nondistensibility of the vessels making 
up the arteriovenous fistula. The fibrosis and lack of dis- 
tensibility of the tissues in the hepatoduodenal ligament 
was secondary to the inflammatory reaction, which had 
occurred in the hepatoduodenal ligament secondary to 
the recurrent activation of the duodenal ulcer that the 
patient had had for many years. In addition, the wall o! 
the fistulous tract was arterial in structure; because of its 
thickness, it obviated more rapid dilatation of this tract 


SUMMARY 

In the second case of hepatic artery portal vein fistula 
recorded in the literature, portal hypertension resulting 
from the fistula was manifested by portal vein enlarge- 
ment, congestive splenomegaly, and esophageal varices 
Complete ligation of the hepatic artery, including its 
branches, was carried out without the development ol 
hepatic necrosis. We feel that, had devascularization of 
the upper two-thirds of the stomach with ligation of the 
coronary vein and possibly the splenic artery been cal- 
ried out, the bleeding from the esophageal varices might 
have been arrested. 


36 S. El Camino Real (Dr. Madding). 
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\ CASE OF HYPERPARATHYROIDISM 
SEVERE NEPHROCALCINOSIS 


soME INTERESTING INDUSTRIAL 
MEDICAL IMPLICATIONS 


Gerald J. Friedman, M.D. 
vonroe E. Greenberger, M.D. 


and 


Harold Brandaleone, M.D., New York 


The clinical findings in hyperparathyroidism may be 
due to involvement of the urinary tract, skeletal system, 
or hematopoietic system or to hypercalcemia. Most pa- 
tients with primary hyperparathyroidism show some evi- 
dence of kidney disease. The case being presented is of 
interest because of the severity of the renal involve- 
ment; in addition, the industrial medical implications 
are of such importance as to warrant reporting. 


REPORT OF A CASE 


4 36-year-old man was asymptomatic until March 7, 1952, 
when he stepped on a stone while getting out of his car and 
sustained a minor injury to his left ankle. On the following 
day, while at work, he caught his left heel on a bus step and 
twisted his left ankle. Within two hours after the accident the 
pain and swelling became severe, and he was unable to continue 
working. Examination by his physician revealed swelling over 
both malleoli of the left ankle with pain and limitation of motion 
of the ankle joint. There was point tenderness over the medial 
malleolus. Roentgen examination showed a small avulsion 
fracture of the tip of the medial malleolus in good position. The 
patient remained under the care of his private physician, who 
mmobilized the ankle in a plaster cast with a walking heel. The 
cast was removed on April 19, 1952, and an Unna’s paste boot 
was applied. On May 16, 1952, he sustained another twist injury 
of the left foot, and roentgen examination revealed marked 
osteoporosis of the bones of the foot. On May 22, 1952, the 
orthopedic consultant to the company employing the patient 
noted, “It is difficult to understand why, in the face of adequate 
motion, absence of swelling, practically no tenderness and only 
a chip fracture, he still presents a moderate degree of disability 
after two and a half months.” The patient gradually recovered 
and returned to work on June 1, 1952. A urine examination 
done in our clinic on April 28, 1952, revealed albuminuria, 
hematuria, and pyuria (see table). Urinalysis was repeated on 
May 9, 1952, with similar findings. The patient was, therefore, 
referred for a complete genitourinary study. Roentgenograms 
revealed severe nephrocalcinosis with involvement of both 
kidneys (see figure). Because of the possibility of hyperpara- 
thyroidism, the patient was referred for further investigation. 
rhis was interrupted, however, when he sustained another injury 
to his left ankle and knee while surf-bathing on July 29, 1952. 
Orthopedic and roentgen examination disclosed only the old, 
small avulsion fracture of the left ankle. The left knee was 
‘lightly swollen, with quadriceps atrophy above it. Motion of 
the knee was unrestricted. There was some tenderness over the 
medial ligaments. A diagnosis of internal derangement of the 
leit knee was made. The patient made a show recovery and 
returned to work on Sept. 7, 1952. 

On Sept. 9, 1952, investigation of the nephrocalcinosis was 
begun. A review of our records revealed the finding of albumi- 
nuria, hematuria, and hyaline casts on a routine examination in 
October, 1939. There was no history of glomerulonephritis. A 
vague history of “renal stone” in 1948 with a recurrence in 
1949 was obtained. There were no other episodes of colic. The 
only other significant finding in the history was a fracture of 
the right elbow with uneventful recovery in 1931. When seen 
on Sept. 9, 1952, the patient was asymptomatic except for the 





Dr. William A. Barnes and the staff of the New York Hospital made 
available records used in this study. 
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complaint of stiffness of the left knee. Examination revealed a 
well-developed, well-nourished white man who did not appear 
acutely or chronically ill. He had no dyspnea, orthopnea, o1 
cyanosis. He walked with a slight limp. Other physical findings 
were: skin: no nodules or pigmentation; pupils: normal; fundi: 
the discs were clear, there were no hemorrhages, exudates, o1 
arteriovenous nicking, and there was a slight thinning of the 
arteries; ears, nose, and throat: normal; neck: mild cervical 
adenopathy; lungs: clear; heart: point of maximal impulse not 
felt, sounds forceful, second aortic sound louder than second 
pulmonic sound, no thrills or murmurs, regular sinus rhythm, 
ventricular and pulse rates 88 per minute, and blood pressure 
140/100 mm. Hg on the right and 130/98 mm. Hg on the left; 
abdomen: no tenderness, masses, rigidity, or rebound, and the 
liver and spleen were not felt; and extremities: both knees 
normal, no instability of the joints, no effusion, | in. (2.54 cm.) 
atrophy of left calf, 4% in. (1.27 cm.) atrophy of left thigh, 
and no pain on weight-bearing. Fluoroscopy showed a normal 
heart and lungs, with calcifications in the hilar regions. A flat 
plate of the abdomen and an intravenous pyelogram both re- 
vealed bilateral nephrocalcinosis. Laboratory data are listed in 
the table. Examination on Oct. 27, 1952, revealed absence of 
symptoms referable to the knee or ankle. The only abnormal 
physical finding was the atrophy of the left calf. The importance 
of further study for hyperparathyroidism was stressed repeat- 
edly, and on Feb. 24, 1953, the patient was admitted to the 


Flat plate of the abdomen of the patient in case reported on, showing 
bilateral nephrocalcinosis. 


New York Hospital by his family physician. At this time he 
was completely asymptomatic, without colic, fever, frequency, 
passage of stones, or gross hematuria. Physical examination was 
reported as revealing no abnormalities. Blood pressure was 
140/100 mm. Hg. For laboratory data in this examination, see 
the table. Roentgen examination showed a minimal amount of 
demineralization of the skull and the bones of the hands, con- 
sistent with a diagnosis of hyperparathyroidism. A roentgeno- 
gram of the chest was within normal limits. An intravenous 
pyelogram revealed extensive nephrocalcinosis bilaterally with 
promptly functioning kidneys. An esophagogram was normal. 
A diagnosis of hyperparathyroidism due to an adenoma of the 
parathyroid was made on the basis of the nephrocalcinosis, a 
persistently elevated serum calcium level, and a depressed 
phosphorus level. On March 5, 1953, the neck and superior 
portion of the mediastinum were explored, but no parathyroid 
tumor was found. The patient was discharged on March 12, 
1953, and readmitted on April 2, 1953, for mediastinal ex- 
ploration. There was no change in the patient’s condition with 
regard to his genitourinary and musculoskeletal systems. Ex- 
amination on this admission revealed a blood pressure of 130/85 
mm. Hg. The physical examination was normal except for a 
healed collar incision of the neck. The laboratory data are 
shown in the table. On April 2, 1953, an ectopic parathyroid 
tumor was removed from the anterior mediastinum with the 
patient under general anesthesia. The pathological report on 
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the specimen was adenoma of the parathyroid gland. The patient 
received five blood transfusions. A roentgenogram made post- 
operatively revealed a bilateral pneumothorax and pneumo- 
mediastinum. By the night of the first postoperative day, the 
Sulkowitch test for calcium had become normal. Injections of 
10 cc. of 10% solution of calcium gluconate intravenously and 
25 units of parathyroid hormone subcutaneously were given. 
The patient was given a high-calcium, low-phosphorus diet, 
2 gm. of calcium gluconate four times a day, and 8 cc. of 4% 
aluminum hydroxide preparation (Amphojel) three times a day. 
Twice daily, 400,000 units of procaine penicillin and 0.5 gm. 
of dihydrostreptomycin were given intramuscularly. The 
Chvostek and Trousseau signs of tetany were not elicited. On 
the second postoperative day, the patient’s temperature was 
101.3 F. Serosanguinous fluid drained from the wound. The 
serum calcium level was 9.4 mg. per 100 cc.; the phosphorus 
level, 2.6 mg. per 100 cc.; and the Sulkowitch test showed 
calciuria. The patient had a febrile course, with a peak tempera- 
ture of 105.3 F on the fourth postoperative day despite ad- 
ministration of aqueous penicillin (200,000 units every six 


AL. 


J.A.M.A,, Oct 9, 1954 
solution into the sinus tract was started on the eichth post 
operative day. All other antibiotic therapy was disco inued 

On the ninth postoperative day, with the patient under local 
anesthesia, an incision was made in the second and third inter. 
space in order to drain the anterior mediastinum. 1} he Cavin 
was found to the right of and behind the sternum, ir stomach 


shape.” Through and through catheters were placed jp the 
wound. On the 10th postoperative day the temperature was 
normal, and by the 12th postoperative day the irrigations Were 
noted to be cleaner. A roentgenogram of the chest howed ; 
decrease in the anterior mediastinal and pleural abscesses and 
an increase in the reaction of the lungs and pleura. At aboy 
this time, the patient had transient episodes of relative irratigp. 
ality. The serum calcium level was 8.4 mg. per 100 cc.: phos. 
phorus, 5.3 mg. per 100 cc. Calciferol (Vitamin D.) administrs. 
tion in a daily dose of 400,000 units was started. The Saline 
irrigations, bacitracin instillations, and oral administration of 
erythromycin were continued, and on the 14th postoperative day 
(six days after the initiation of the bacitracin and erythromyciy 
therapy and four days after the incision and drainage of the 


Laboratory Data in Examinations of Patient with Hyperparathyroidism 
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hours), oxytetracycline (Terramycin), and dihydrostreptomycin. 
Antibiotic sensitivity studies of cultures of the exudate from 
the chest showed the organism to be resistant to penicillin, 
streptomycin, and aureomycin; moderately sensitive to bacitracin 
and erythromycin; and slightly sensitive to chloramphenicol 
(Chloromycetin). A profuse, purulent drainage from the sinus 
tract developed on the sixth postoperative day. It was treated by 
daily irrigations of the mediastinum with saline solution. In 
view of the sensitivity studies, treatment with 500 mg. of 
erythromycin every six hours and local instillation of bacitracin 
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abscess cavity) the patient was afebrile for the entire day. He 
remained afebrile throughout the remainder of his hospitaliza- 
tion. The erythromycin therapy was discontinued on the 18th 
postoperative day, but the bacitracin irrigations were continued 
until the 25th postoperative day. Therapy with calcium and 
calciferol was discontinued in an effort to avoid further cal- 
cinosis. The patient was discharged from the hospital on 
April 28, 1953. 

Examination in the medical department of the compan) 
employing the patient in November, 1953 (seven months after 
the operation), revealed no change in the physical findings. The 
patient was clinically well. He had been working regularly since 
July 8, 1953. The laboratory data at this time are shown in the 
table. Roentgenograms made Nov. 19, 1953, revealed no change 
in the chest, bone, or kidney findings. 


COMMENT 
Nephrocalcinosis may be found in a variety of dis 
eases: hyperparathyroidism,' multiple myeloma.’ sa 
coidosis,* renal acidosis,‘ vitamin D intoxication, ost 
itis deformans,* osteolytic bone metastases,° osteoporos's 
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and others.* The diagnosis of hyperpara- 
thyroidisin. must always be suspected when nephrocal- 
cinosis or urolithiasis is found.’ The confirmation of the 
diagnosis depends on the finding of a high serum calcium 
evel with a low serum phosphorus level. Albright feels 
that in a marked degree of the disease these values will 
be sufficiently abnormal that other diagnostic procedures 
jre superfluous. The serum phosphatase level is an indi- 
cation of the presence of bone disease but should not 
pe used in determining whether a patient has hyperpara- 
thyroidism. 

Our patient presented little difficulty in diagnosis. 
When surgery of the neck failed to reveal an adenoma 
of the parathyroid, a mediastinal exploration was essen- 
tial. Ectopic parathyroid adenomas in the mediastinum 
have been reported in 18% of the cases of hyperpara- 
thyvroidism from the Massachusetts General Hospital.*’ 
Postoperatively, tetany did not develop. Albright and 
Reifenstein ° have shown that this complication usually 
occurs when there is marked bone disease and a high 
serum phosphatase level, since the cause is not hypo- 
parathyroidism but osteomalacia. As a precautionary 
measure, the patient was given calcium gluconate intra- 
yvenously and a high-calcium, low-phosphorus diet. At 
the time of writing the patient is clinically well. He is 
asymptomatic and has normal blood levels of calcium 
and phosphorus; however, the renal calcinosis has not 
decreased, in spite of the normal laboratory findings and 
the disappearance of the hypercalciuria. Thus the even- 
tual prognosis must be guarded. Rienhoff '' reported that 
9 of 25 patients from whom parathyroid tumors had 
been removed were dead after postoperative periods of 
3to 11 years. All deaths were due to hypertension with 
or without renal insufficiency. Prognosis was best in 
those with the least renal damage. This emphasizes the 
importance of early diagnosis of parathyroidism. It is 
in this sphere that the industrial physician can be of 
great help. 

The primary responsibility of the industrial physician 
is the maintenance of the health of the employee. The 
importance of complete preplacement and_ periodic 
medical examinations lies in the early detection, with 
resultant correction, of defects, thus permitting persons 
(0 pursue their occupations with maximal efficiency for 
the longest possible duration. This case of nephrocal- 
cinosis demonstrates the importance and value of com- 
prehensive medical study in employees with compensa- 
tion accidents. Careful medical investigation brought to 
light a systemic disease far more serious than the pre- 
senting fracture. The removal of the parathyroid ade- 
noma and the resultant correction of the physiological 
abnormality could not have been accomplished if atten- 
tion had been focused on the injury alone. There is no 
doubt that the hyperparathyroidism antedated the pa- 
lient’s original ankle fracture. Since the bone involve- 
ment in hyperparathyroidism is generalized, the poten- 
tiality for other pathological fractures was great. Labor 
and management must be educated as to the value of 
thorough medical care. Employees fear the loss of their 
jobs if evaluation reveals the presence of a serious dis- 
tase, vet the discovery of correctable defects will lead 
(0 improvement in the employee’s health and earning 
capacity. Even if the disease is not correctable, the sick 
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employee may have years of gainful employment through 
proper job placement. The discovery of preexisting 
systemic disease may result in the saving of large sums 
of money by preventing subsequent unjustifiable com- 
pensation claims. 

SUMMARY 

The finding of hyperparathyroidism with bone disease 
and kidney involvement, due to a parathyroid adenoma, 
in a claimant for accident compensation illustrates the 
importance of comprehensive medical evaluation of all 
patients with compensation claims. This study resulted 
in the discovery and treatment of a severe, systemic, 
medical disease that was the major contributing factor 
to the patient’s compensation injury. 
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PARAPLEGIA FOLLOWING TRANSLUMBAR 
AORTOGRAPHY 


Saul Boyarsky, M.D., Durham, N. C. 


Translumbar aortography has become known in the 
past decade as a procedure that is safe and valuable in 
outlining the renal vascular pattern.' Since the substitu- 
tion of the concentrated organic iodides for sodium 
iodide * no further deaths or serious sequelae have been 
reported; large series have been reported without acci- 
dents, confirming the pioneer work of Dos Santos,* Doss, 
and Nelson. As a new method gains wide use, complica- 
tions and accidents not previously encountered will in- 
evitably occur. These untoward reactions should be re- 
ported to warn others and to aid in the final evaluation 
of the total risk of the method. This is a report of the de- 
velopment of paraplegia below the level of the eighth 
thoracic cord segment after translumbar aortography, 
with partial recovery. 


REPORT OF A CASE 


A 63-year-old married laborer was admitted to the medical 
service on Sept. 14, 1953, with the complaint of crampy pain 
of five years’ duration in the lower part of the abdomen. The 
history and review of symptoms were noncontributory. Physical 
examination revealed normal temperature, pulse, and respiration 
and a blood pressure of 145/75 mm. Hg. The patient was 
emaciated but cooperative and not acutely ill. There was evi- 
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dence of peripheral and retinal arteriosclerosis, but there were 
no obliterative changes in the extremities. The abdomen was 
soft, scaphoid, and nontender. In the left lower quadrant a 
rounded, pulsating mass about 5 cm. in diameter was palpable. 
A soft bruit was heard in the epigastrium. The extremities 
showed no trophic changes; pulsations were symmetrical and 
normal. The remainder of the examination, including neuro- 
logical examination, was normal. The diagnosis on admission 
was generalized and cerebral arteriosclerosis with abdominal 
aortic aneurysm. On admission, leukocyte and differential 
counts, hemoglobin level, sedimentation rate, urinalysis, stool 
examination, serologic test for syphilis, nonprotein nitrogen 
level, fasting blood sugar level, and a roentgenogram of the 
chest were normal. A plain film of the abdomen showed two 
ring-like opacities over the right upper quadrant that were in- 
terpreted as gallstones. Findings from a gastrointestinal series 
and barium enema were normal, except for a few small diver- 
ticula throughout the entire colon. Anteroposterior and lateral 
views of the lumbosacral spine showed slight narrowing of the 
fifth lumbar interspace with arthritic reaction. 

On Sept. 21, 1953, an aortogram was made with the patient 
under thiopental (Pentothal) sodium anesthesia. The standard 
technique for aortography * was followed. Only after six or 
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Aortogram of patient in case reported on, done on Sept. 21, 1953, and 
followed by paraplegia with partial recovery. 


eight attempts was the aorta punctured. There was no escape of 
gas or spinal fluid and no radical change in the direction of 
the needle in any of the punctures. A trial injection of 5 cc. of 
70% sodium acetrizoate (Urokon Sodium) showed bilateral, 
uneven outlining of the renal vessels. A final injection of 10 cc. 
was made. The anesthesia had been uneventful, with no hypoxia, 
laryngospasm, or other difficulty. The aortogram showed uneven 
filling of the renal vessels with puncture at the level of the second 
lumbar vertebra (see figure). There was no evidence of extrav- 
asation of the medium. The aorta was not well filled close to 
the point of insertion of the needle but was outlined lower 
down, where it deviated slightly to the left of the midline. The 
right iliac artery was well filled, but the left was not. Urograms 
made immediately after this showed no excretion of the medium 
on the right and poor excretion on the left. 

Fourteen hours later, after he had recovered fully from the 
anesthesia, the patient was unable to move his legs. Examination 
showed a normal mental status with flaccid paralysis of the 
lower extremities, a completely flaccid abdomen, complete 
urinary retention, and complete sensory anesthesia below the 





4. Smith, P. G.; Rush, T. W., and Evans, A. T.: Technique of Trans- 
lumbar Arteriography, J. A.M. A. 148: 255-258 (Jan. 26) 1952. 





J.A.MLA., Oct. 9, i954 
cignin thoracic dermatome. Urine obtained by cath¢ 
showed a pH of 7.5, specific gravity of 1.012, 
proteinuria. Microscopic examination showed 18 to 25 ;eq blood 
cells per high-power field. Repeated roentgenogran 
thoracic and lumbar vertebrae showed no change from the 
previous films. Lumbar puncture showed normal Pressure and 
dynamics and grossly clear spinal fluid; microscopic ex; aMinatign 
showed no cells; the spinal fluid protein level was 22x Mg. per 
100 cc.; and a spinal fluid Wassermann test was normal, Tw» 
days later recovery from the sensory defect was almost co; mplete 
Slight motion had become apparent in the hips and toes. but 
no reflexes, clonus, or Babinski sign could be elicited. On the 
third day after the aortogram was made evidence of pne uMOnia 
or pulmonary infarction developed: sudden, severe pleuritic pain 
at the right costal margin and fine rales at the base of the right 
lung. The temperature was 101 F. A roentgenogram of the ches; 
showed infiltrative changes at the base of the right lung. The 
patient was treated with penicillin, streptomycin, and anji. 
coagulants. On the fifth day after the aortogram was made he 
had a sudden episode of severe cramping pain at the right costa! 
margin, with pallor, perspiration, blood pressure of 90/60 mm 
Hg, and considerable tenderness in the right upper quadrant of 
the abdomen. His temperature was 101.9 F, leukocyte coun 
10,025 per cubic millimeter, and hemoglobin level, 11 gm. per 
100 cc. Two days later his temperature was normal and all djs. 
comfort had disappeared. There was no further crisis. A sub. 
sequent roentgenogram of the chest showed slight change 
suggestive of an old infarct of the right lung. For the nex 
month and a half the patient showed steady improvement. He 
was supervised in active and passive exercises of the legs by the 
physical therapist. He regained ability to void without residual 
urine but still showed a bacillary infection of the urinary tract 
He refused a second lumbar puncture. 

On discharge, Nov. 10, 1953, he was walking a few halting 
steps unassisted and could walk with the aid of crutches. He 
could stand on a wide base but had moderate atrophy and 
weakness of all the muscles of the legs. Neurological examination 
showed intact sensation of the lower extremities except for 
two small patches of anesthesia, over the sole of the right foot 
and just below the left inguinal ligament. Position and vibrator, 
sense and heel-to-shin tests were normal. Reflexes were norma 
except for an equivocal Babinski sign on the right. There way 
no clonus. The discharge diagnoses were aneurysm of the 
abdominal aorta, probable; thrombosis of the anterior spinal 
artery at the eighth thoracic segment; paraplegia, secondary to 
the thrombosis, with improvement; pulmonary embolism, right 
lower lobe; and bacillary infection of the urinary tract. On 
reexamination two months after discharge the patient was am- 
bulatory with the aid of crutches, but he had a partial spastic 
paresis of both lower extremities. He had no residual urine 
occasional hesitancy, and no constipation. 
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COMMENT 

A spinal fracture having been ruled out, the episode 
that followed aortography was considered to be best ex- 
plained by sudden ischemia of the cord or direct toxic 
action of the opaque medium along the vascular bed o! 
an anterior artery that simulated ischemia. The follow- 
ing possibilities were entertained in the differential diag- 
nosis of the cause of this patient’s paraplegia: (1) chem- 
ical trauma to the cord or to its vessels by diversion o! 
the opaque medium into a spinal branch of the aorta; (2) 
mechanical trauma to the spinal cord or its vessels by the 
needle puncture; (3) exacerbation of a preexisting dis- 
ease, resulting in arterial embolism or hemorrhage into 4 
previously silent cord tumor; or (4) contamination vo! 
the opaque medium. 

Chemical trauma to the cord or its vessels seems likely. 
Transient vascular spasm has occurred after the use ol 
the organic iodides, although no permanent thromboses 
such as have followed the use of sodium iodide have been 
reported. The sensitivity of central nervous tissue t 
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dium ac rizoate, iodopyracet (Diodrast), and sodium 
sthamate (Neo-lopax) has been well established.°® 
ye reported here an excessive amount of the 
ao medium may have been diverted into the spinal 
"ed circulation, owing to position of the needle near the 
‘uth of the arteria radicularis magna. The theory of 
mechanical trauma to the cord or its vessels by the needle 
is supported by little evidence. There was no flow of 
pinal fluid from the needle, nor was the sensation of 
penetrating the dura experienced. The spinal fluid 
showed no leukocytes, erythrocytes, or xanthochromia 
after aortography. The level of neurological deficit did 
jot correspond with the level of aortic puncture. Exacer- 
hation of a previously unsuspected pathological condi- 
tion by the procedure was considered as a diagnostic 
possibility. Thromboembolic disease was considered un- 
iikely unless one assumed a retrograde path for the em- 
holus to travel and a coincidence between aortography 
ind the dislodgment of a thrombus. Dislodgment of 
in arteriosclerotic plaque in the aorta has not been re- 
ported as a complication of aortography. Hemorrhage 
into a previously unsuspected cord tumor was not likely 
in view of the patient’s progressive recovery, although 
he refused a second lumbar puncture to make certain that 
the previously elevated spinal fluid protein level had re- 
wrned to normal. Contamination of the sodium acetrizo- 
ate was ruled out to the satisfaction of all concerned. 
Decomposition of the medium during normal storage 
with formation of toxic products has not been reported. 

Review of Literature.—Reports of serious reactions 
following aortography have been few. Up to the present, 
only two deaths " and one case of paraplegia * have been 
reported. The deaths followed injection of sodium iodide 
into the superior mesenteric artery with thrombosis and 
resultant gangrene. Evans * has heard of a case of para- 
plegia and a case of hemiplegia following aortography 
that were attributed to mechanical trauma to the spinal 
cord. Sequelae of aortography, briefly, are (1) injec- 
tion or diversion of the injection into the superior mesen- 
eric or celiac arteries, the renal arteries, or the arteries 
of the central nervous system, resulting in toxicity due to 
excessive local concentration; (2) sensitivity to the con- 
trast medium; (3) mechanical puncture of the aorta 
with possible hemorrhage; (4) mechanical puncture of 
in adjacent viscus, the pleura, or the cord; and (5) ex- 
\ravasation of the medium in the aortic wall or outside 
of the aorta. 

With the substitution of sodium acetrizoate, iodopyra- 
vet, and sodium iodomethamate for sodium iodide and 
the use of a preliminary injection, excessive local con- 
centration of the opaque medium has not been followed 
dy more than transient vascular spasm, localized pain, or 
ransient impairment of renal function.’ Dos Santos,’° 
smith,* Sante,® and others caution against needle punc- 
lure of the aorta between the levels of the 12th thoracic 
ind the 2nd lumbar vertebrae, lest this result in injection 
of the important visceral branches of the aorta, such as 
the renal and mesenteric vessels. The central nervous 
‘ystem has been involved in sequelae such as convul- 
‘ions and hemiplegias after arteriography." Any circu- 
latory abnormality or anomaly that shunts a large amount 
of contrast medium into brain or spinal cord circulation 
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may result in serious reaction and, possibly, permanent 
neurological deficit.'° Antoni and Lindgren’s ‘ patient 
died three months after the onset of gangrene of a leg 
that followed aortography with 70% iodopyracet. He 
was a 68-year-old man with arteriosclerosis and periph- 
eral vascular occlusion. Paraplegia was attributed to 
ischemia of the spinal cord secondary to aortic compres- 
sion. Autopsy three months later showed necrosis of the 
cord but no thrombosis of the lumbar arteries or aorta. 
Analysis of their report in the light of my experience sug- 
gests that the necrosis of the cord could have been caused 
or compounded by specific toxic action of the contrast 
medium on the cord. The needle point was at the level 
of the second lumbar vertebra, as in the case reported 
here. A disproportionate amount of contrast medium 
could have entered the arteria radicularis magna and 
caused a transverse myelitis by direct action on the cord. 

Sensitivity to contrast mediums is a recognized prob- 
lem but does not occur often with the use of sodium iodo- 
methamate or sodium acetrizoate.'* Preliminary sensi- 
tivity-testing by several methods '* or even preliminary 
intravenous urography can be done.‘ Trauma due to 
needle puncture '* apparently has little ill effect on the 
aorta. Dos Santos discusses a puncture of the spinal cord 
itself as being inconsequential in several instances. How- 
ever, Evans * has heard of instances of neurological de- 
fect following aortography that were attributed to me- 
chanical damage to the cord. Extravasation of dye into 
the wall of the aorta or in the periaortic tissues has been 
followed by little permanent effect when the organic 
iodides have been used. ' 


CONCLUSIONS 

There are several possible explanations for the de- 
velopment of paraplegia after aortography in this case. 
None can be established without doubt, but this should 
not divert attention from the fact that it did occur, and, 
whatever the mechanism, it was a serious reaction. Two 
lessons should be drawn from this. One is that improve- 
ment in technique for aortography must be carried on 
unceasingly. Dos Santos’ and Smith’s admonition to avoid 
injection below the level of the 12th thoracic vertebra 
should be reemphasized. The second lesson is that aor- 
tography is not without some risk, even when done cau- 
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tiously. It should not be done unless the information to 
be gained will influence the diagnosis, prognosis, or 
therapy enough to justify this risk. With increased ex- 
perience the contraindications to aortography will be- 
come more widely recognized. At present, Leriche '” 
recognizes these as (1) impending gangrene, (2) allergy 
to the medium, (3) general cachexia, and (4) poor renal 
function. I would like to add a fifth: insufficient informa- 
tion to be gained from the procedure. I do not wish to be 
misunderstood as denying the value of the method in se- 
lected cases. I merely cite my experience, unusual as it 
may be, to aid each physician to judge whether aor- 
tography is indicated for his individual patient. 


SUMMARY 

Complete motor and sensory paralysis below the level 
of the eighth thoracic segment occurred in a patient after 
aortography with 70% sodium acetrizoate (Urokon) for 
demonstration of a possible aortic aneurysm. The pa- 
tient regained sensory, bladder, and partial motor func- 
tion. The probable cause of paralysis was thrombosis of 
the anterior spinal artery or direct toxic action of the 
sodium acetrizoate on the spinal cord. This case is re- 
ported as a warning that aortography is not entirely with- 
out danger and should not be done without indication 
enough to justify the risk involved. 


CHARCOT JOINT IN DIABETES MELLITUS 
Earl H. Antes, M.D., Evansville, Ind. 


Neuropathy with Charcot joint manifestations is only 
infrequently seen as a complication of diabetes mellitus. 
In 1936, Jordan‘ reported a case of poorly controlled 
diabetes with typical findings of a Charcot joint. Bailey 
and Root,” in 1947, described 17 cases in which there 
was painless destruction of the tarsus. Rundles,* Foster 
and Bassett,* Lister and Maudsley,’ Beidleman and Dun- 
can,® Sheppe,’ and others have contributed case reports 
that help to clarify the course of this unusual disease. 
The following case report may throw further light on the 
understanding of diabetic neuropathy with joint involve- 
ment. 

REPORT OF A CASE 

A 39-year-old man was first seen on Feb. 7, 1951, complaining 
of soreness of the left foot for two years. Ten years before, 
during a routine Army examination, he was told he had diabetes. 
He subsequently refused any type of therapy for his diabetes. 
Two years before his admission a tack had stuck in his left foot, 
which had remained infected for a long period of time. He was 





1. Jordan, W. R.: Neuritic Manifestations in Diabetes Mellitus, Arch. 
Int. Med. 57: 307-366 (Feb.) 1936. 

2. Bailey, C. C., and Root, H. F.: Neuropathic Foot Lesions in Dia- 
betes Mellitus, New England J. Med. 236: 397-401, 1947. 

3. Rundles, R. W.: Diabetic Neuropathy: General Review with Report 
of 125 Cases, Medicine 24: 111-160, 1945. 

4. Foster, D. B., and Bassett, R. C.: Neurogenic Arthropathy (Charcot 
Joint) Associated with Diabetic Neuropathy: Report of Two Cases, Arch. 
Neurol. & Psychiat. 57: 173-185 (May) 1947. 

5. Lister, J., and Maudsley, R. H.: Charcot Joints in Diabetic Neurop- 
athy, Lancet 2: 1110-1113, 1951. 

6. Beidleman, B., and Duncan, G. G.: Charcot Joints and Infectious- 
Vascular Lesions of Bones in Diabetes Mellitus, Am. J. Med. 12: 43-52, 
1952. 

7. Sheppe, W. M.: Neuropathic (Charcot) Joints Occurring in Diabetes 
Mellitus, Ann. Int. Med. 39: 625-629, 1953. 








J.A.M.A., Oct, 9, 1954 





told at the time that there was much sugar in his , 
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diabetic management, although at first increased 
urine and increased appetite had been present. 
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History.—The patient had been obese for a long periog q; 
time, with a maximum weight of 234 Ib. (106.1 ky.). He hu, 
had no serious illnesses or operations. At the age of 26 he 
suffered a stab wound of the chest, which healed uneventfy), 
The patient was married and had had no children. He ooo 
history of hypertension, diabetes, or syphilis. 7 







Physical Examination.—The patient was an obese, fioriy, 
complexioned man who weighed 200 Ib. (90.7 kg.). There Was 
marked dental caries and poor oral hygiene. Funduscopic 
examination showed a minimal amount of macular degeneratiy, 
There was no lymphadenopathy, and the thyroid gland was py 
palpable. The heart was not enlarged. The rhythm was regular 
and no murmurs were present. The heart rate was 80 beats 
per minute. The blood pressure was 135/80 mm. Hg. The lung, 
were normal. The sharp liver edge was felt 3 cm. below the 
right costal margin. The spleen was not palpable. The genitali, 
were normal, and the prostate was of normal size. The tip of 
the left great toe was gangrenous, and there was a blister on the 
tip of the third toe of the same foot. There was evidence of 
blisters on several other toes. There was considerable reddening 
and edema of the left great toe and adjacent parts of the foo; 
All peripheral pulses were present on both feet. There was no 
sweating of the feet. Neurological examination showed the 
absence of ankle and knee jerks in both legs; no pathological 
reflexes were present. Sensory examination showed hypesthesia 
and hypalgesia of both feet and ankles. There was loss of vibra- 
tory sensation on the shins. 



















Laboratory.—The admission fasting blood sugar level was 
180 mg. per 100 cc. Urinalysis showed normal results excep: 
for the presence of sugar (4+). Studies of the blood showed 
4,730,000 red blood cells, 5,000 white blood cells per cubic 
millimeter, and 14 gm. of hemoglobin per 100 cc. A blood 
Mazzini test was negative. Roentgenograms of the right foot 
and ankle showed no abnormalities. 









Clinical Course —The diabetes was readily controlled. The 
patient was discharged in eight days on a diabetic diet with 45 
units of protamine zinc insulin every morning. The gangrenous 
lesions on his toes healed rapidly. 

On July 19, 1951, redness and swelling of the right leg that 
included the foot and the calf developed. At this time the 
diabetes was out of control. There was no gangrenous involve- 
ment of the toes. The edema was markedly pitting in nature 
and subsided readily on elevation of the legs. The dorsum of 
the right foot was reddened, but there was no increased local 
heat or evidence of ulceration. 

During the following eight months the patient was seen at 
infrequent intervals and had a persistent, painless swelling o! 
the right foot and ankle. He was readmitted to the hospital on 
March 11, 1952, after chills and fever and a severe cough 
developed. The diabetes was out of control. At this time the 
dorsum of the right foot showed marked swelling and reddish 
discoloration with moderate tenderness. The swelling and tender- 
ness subsided rapidly on elevation of the leg. The foot wa 
everted, and there was mmarked pes planus. On April |, after 
further recurrence of the edema, x-ray studies were made 0! 
the right foot and ankle (see figure, A). 

Roentgenograms of the right foot showed a generalized oste 
porosis of the bones. The joint spaces involving the base of the 
first, second, and third metatarsals appeared obliterated. Thert 
was a large radiolucent area in the base of the second metatarsdl, 
and there appeared to be a pathological fracture at this site 
There was also some fragmentation of the base of the fl 
metatarsal laterally. There was irregular periosteal reaction 0 
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Would re obliterated. The distal row of tarsal bones was 
. spaces we . A 
oF his co involved, particularly the first and second cuneiform bones. 
ening - issue swelling of the foot was noted. 
lad ot evidence of bone changes now present was compatible 
se sal vith the diagnosis of Charcot foot. The blood pressure was 
te al 36/80 mm. Hg. There was no evidence of gangrene of the 
ate xtremities. There was absence of pain sensation on the feet. 
, jymbar puncture showed no cells. The total protein was 172 
10d of mg, per 100 cc., the gold curve was 0012100000, and the spinal 
le had auid Kahn test was negative. 
26 h During the following five months a walking cast was worn 
tfull shat satisfactorily allowed the patient to be on his feet and 
a prevented marked dependent edema from forming. Roentgeno- 
grams taken on Sept. 18, 1952, showed the destructive process 
florid. , be less pronounced than on previous observation. There 
re Was eer to be callus being thrown out at the site of fracture 
SCOpic of the second metatarsal bone. 
ration The patient discarded his walking cast in January, 1953, and 
aS Not be has required no type of support since this time. He is work- 
‘ular, so six days a week and is on his feet 12 hours each day. He 
beats hs noted no symptoms except for occasional mild swelling of 
lungs :, foot and ankle. Physical examination in May, 1954, showed 
W the so edema of the foot and ankle, although very marked pes planus 
nitalia was present. There were no skin lesions, and the peripheral 
Up of pulses were present. The blood pressure was 135/85 mm. Hg. 
on the HE The blood sugar level two hours after a meal was 160 mg. per 
ice of 10 cc. The urine showed 30 mg. per 100 cc. of albumin and 
lening HMMM . jew red blood cells. 
i The roentgenograms taken at this time showed that con- 
es jderable calcium deposits had been thrown out at the various 
: © BBM places noted in previous observations, in areas where there was 
h tes definite bone destruction. There appeared to be some bone ab- 
aad sorption at the third metatarsal-phalangeal joint space, although 
calcium was being thrown out at this level also (see figure, B). 
The patient is being maintained under fair control with 80 units 
| was of protamine zinc insulin every morning. He still has difficulty 
‘XCEpI in adhering to his diet. 
par COMMENT 
sel In Bailey and Root’s description of Charcot feet, the 
foot mm condition was characterized by absence of pain and rapid 
development of osteolytic bone lesions. Jordon,' Foster,‘ 
The ff and others mentioned that callus formation may occur. 
th 45 


Parsons and Norton,” in 1951, reported two cases in 
which lumbar sympathectomy apparently arrested the 
bony process and, in one case, there was considerable 
healing of the pathological process. Sheppe,’ in 1953, 
reported one case in which sympathectomy had no ef- 
fect on the lysis and absorption of bone. A walking cast 
was used for the present patient, and definite x-ray evi- 
dences of healing were noted. This immobilization pro- 
vedure also prevented the edema from becoming exten- 




















: of sve and cumbersome. 

al on Marble '° stated, in 1948, that the use of orthopedic 
ote" BB liances in an effort to relieve weight-bearing, thereby 
iis Ping to prevent further deformity, is the only treat- 
nder- fe "ent that has proved helpful in Charcot joints due to 
was MMB diabetes mellitus. Martin '' suggests that all patients with 
¢ diabetic neuropathy should have the feet studied by x-ray 
ai ioutinely. He also advises rigid control of the diabetes. 
cow MM feels that with adequate treatment of the diabetes re- 
f the Overy may be expected in the neuropathy in approxi- 
here ME Mately 60% of the patients within six months to two 
ursél, H@ cars, unless the neuropathy has been of long standing. 
ree With recovery of the nerve disorder the progress of the 





bone changes appears to be halted. 
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No evidence of infection was associated with the joint 
involvement in the illustrated case. However, at times 
there was marked redness of the dorsum of the foot when 
the edema was maximal. This observation suggests that 
infection is not the primary etiological factor in the forma- 
tion of Charcot joint in diabetes. This is in accord with 
the studies of Bailey and Root.* 

No gross vascular disturbances were noted. The ex- 
tremities were warm and the pulses full. There were 
marked evidences of nervous system damage. This was 
manifested by areflexia in the lower extremities and 
sensory loss, particularly to pain. There was no evidence 
that the Charcot joints were caused by other diseases, 
such as syringomyelia and syphilis. 








Anteroposterior roentgenograms of right foot of patient in case 
reported on. A, April 1, 1952, generalized osteoporosis is seen. B, May 17, 
1954, calcium deposits have been thrown out in the areas in which the 
bone destruction had been present. 


SUMMARY 

Rapid destruction of the tarsus, metarsals, and prox- 
imal phalanges occurred in a patient with a long-stand- 
ing, poorly controlled case of diabetes. No significant in- 
fection or vascular changes were seen, even though 
there were marked evidences of neuropathy, including 
absent reflexes and marked sensory disturbances. Def- 
inite improvement was noted after diabetic control and 
immobilization procedures were carried out. 
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NEW PORTABLE ANESTHETIC GAS MACHINE 
AND RESUSCITATOR 


PRELIMINARY. REPORT 
Robert A. Hingson, M.D., Cleveland 


During the past six months a portable, light-weight 
gas machine has been developed for use in the induction 
of anesthesia, the conduct of short anesthesias, and vari- 
ous resuscitative maneuvers. The idea for the develop- 
ment of such a small machine presented itself while a 
small oxygen inhalator was being developed for use in 
the treatment of hangovers following acute alcoholism. 
This machine (fig. 1) has been used in the operating 
rooms of University Hospitals of Cleveland since March, 
1954. Its total weight is 17 oz. (482 gm.). It can be held 
in the palm of one hand and is capable of inducing anes- 
thesia with and without premedication in children 
and adults. It consists of the following parts: (1) a con- 
ductive rubber face mask; (2) a central axial body of 
spark-proof aluminum with a compression spring valve 


— 
= 





Fig. 1.—Portable machine for administration of anesthetics and oxygen, 
with gas cylinders. 


that may be opened and closed with slight pressure, 
which opens the ports within the mask by sliding move- 
ment, permitting the exchange of respiratory gases within 
the unit; (3) a conductive rebreathing bag (at present 
3 liters); (4) two right-arm aluminum containers to 
house the gas-filled cylinders; (5) gas cylinders; and (6) 
a soda lime canister. The aluminum containers attach 
with proximal threads to the small central axial body, 
which has a specially designed perforating and sealing 
sliding mechanism for perforating the oxygen and anes- 
thetic cylinders. One of these side-arm containers has 
an orange band of color to identify the anesthetic port, 
and the other side-arm container has a green band of 
color to designate the oxygen port. In order to prevent 
the inadvertent fitting of two reservoirs of anesthetic 
gases into the machine simultaneously to the exclusion 
of oxygen, a safety device has been incorporated that is 
a reversal of the pin index system now used in standard 
anesthetic machines. A small metal knob is incorporated 





From the Division of Anesthesia, Department of Surgery, School of 
Medicine, Western Reserve University and University Hospitals of Cleve- 
land. 

The machine described in this report was developed in collaboration 
with Mr. Frank Ziherl and Mr. Arthur Kish, engineers of the Z. & W. 
Machine Products Company, Cleveland. 
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on the distal end of all reservoirs containing anesthe; 
gases; it is of such a size that it protrudes through a em 
cially adapted port in the container on the nesthet 
side of the machine. This makes impossible the yo 
a tank reservoir containing an anesthetic On the oxyoo, 
side-arm, because the knob prevents the apposition » 
the projecting thorn perforator to the metal cup of q) 
anesthetic reservoirs. Thus, with this si fety device , 
possible to use two oxygen reservoirs in resuscitatiy 

maneuvers but only one anesthetic and one oxygen res. 
ervoir in any anesthesia induction. The cylinders for y, 

in this machine, tested for 4000 psi (pounds per robe 
inch) burst pressure, contain oxygen or anesthetic me 
under pressure. Thus far, the following gases have “at 
packaged in the reservoirs: oxygen, cyclopropane, cyclo. 
propane plus nitrogen, and nitrous oxide. The seals op 
these cylinders are perforated by the specially designed 
mechanism described above after they are in positio, 
in the side-arm container. This maneuver is carried oy 
by attaching the side-arm container to the central axja| 
body with a rotary movement, by means of a thread, Th 
cylinder seals covering the compressed gases are cracked 
slowly in sequence by the perforating mechanisms, whic! 
permit the gases slowly to fill the rebreathing bag. The 
directional baffle of the central axial body shunts the 
gas flow into the bag. Slight counterpressure opens the 
ports from the rebreathing bag to the mask and the pa- 
tient. A transparent, conductive soda lime or Baralyme 
canister covered by a fine mesh conductive screen at 
both ends (fig. 2) has been developed that can be used 
within the central axial body for long procedures 0 
eliminated for short induction procedures and anesthetics 
requiring less than two minutes of rebreathing. Rese; 

voir or wall oxygen fulfilling the patient-minute-volume 
requirements may be added through a distal nipple por 
on the rebreathing bag. From 400 to 600 cc. of oxygen 
per minute is usually delivered to the adult patient Since 
the oxygen cylinders are self-containing within the mo- 
chine, it is possible for this machine to be used in short 
procedures without resorting to a large reservoir supp)\ 
of oxygen. The alternative port, however, is included in 
the machine as an operating cost-saving mechanism. 

The amount of cyclopropane in the standard cylinder 
1630.3 cc., weighs 3,000 mg. Since 16 mg. of cyclo- 
propane per 100 cc. of blood, or 960 mg. of cyclopropane 
in the 6,000 cc. total blood volume of the average adult. 
is required to produce stage 3, plane 2 anesthesia, the 
total quantity of 3,000 mg. stored in each cylinder \: 
adequate to achieve anesthesia through primary blood 
stream saturation. 

The standard colors have been used as recommended 
by the Bureau of Mine Safety, Department of the In- 
terior, and the American Society of Anesthesiologists 
The exteriors of the thumb-sized gas cylinders have been 
painted as follows: oxygen, green; nitrous oxide, blue. 
helium, brown; cyclopropane, orange; and cyclopropane 
and nitrogen, orange and black. 









It | 











































EXPERIMENTAL RESULTS 

Contrary to the results anticipated from experienc? 
with cyclopropane in the past, in which inductions with 
50:50 cyclopropane-oxygen mixtures with standard, 
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large anesthesia machines required one to four minutes 
for third stage, first or second plane surgical anesthesia, 
it was found that volunteers could be anesthetized with 
‘his machine to this same depth of anesthesia with 4 to 
10 respirations. 4 hese results were obtained in 15 vol- 
unteers and subsequently confirmed by several induc- 
tions carried out in dogs in the experimental laboratory. 
The machine was first used in March, 1954, for inducing 
<urgical anesthesia in a precipitating multipara. Induc- 
tion was obtained with three breaths. The second patient 
for whom the machine was used was promptly anes- 
thetized, without incident, for the evacuation of the 
uterus by curettement for a miscarriage complicated by 
severe hemorrhage. This patient required six breaths of 
the 50:50 mixture, which produced anesthesia for four 
minutes. The obstetrician decided to effect another cu- 
rettement for further examination; the same mask was 


rape 1.—Total Volume of Free Gas Stored in the Cylinders 
Under Standard Conditions 


Free Volume 


Gas Ce. Cu. In. 
Oxygen . . pip inindinds ssemieans 1639.3 100 
Cyclopropane Paes 1630.3 100 
cyclopropane plus nitrogen: 

Cyclopropane 
Nitrogen 


Nitrous oxide 


TaeLe 2.—Percentage Mixtures of Gases Released into the 


Rebreathing Bag with Various Combinations of Cylinders 
Mixture 


Cylinders Used, 
Gases ay) Code Colors 


Oxygen es - i) Green 


Cycelopropane . Orange 


Oxygen os ° Green 
Cyclopropane 
Nitrogen . 


Orange and black 


Uxygen . _ 25 Green 
Nitrous oxide . R 5 Blue 


* With 6 liter bag 


placed back on the patient’s face for three more breaths, 
producing surgical anesthesia for nine minutes. The third 
patient was one requiring a dilatation and curettage. She 
required 12 breaths of the 33% cyclopropane-oxygen 
mixture for the eight minute procedure. In May, 1954, 
the use of this machine was begun in pediatric oto- 
laryngological surgery by Dr. Hamilton Davis and Dr. 
C.C. Roe Jackson. At the time of writing 255 inductions 
for this purpose have been effected without complication. 
This experience will be reported separately. An addi- 
tional 56 inductions were performed with this machine 
lor all types of pediatric surgery in children from 3 weeks 
to 14 years of age, with only one case of vomiting or 
changing to ether and one incident of transient laryngo- 
spasm. In dental extractions for 24 children the machine 
provided anesthesia of two to five minutes’ duration 
without complications with 10 to 14 breaths of the 50:50 
cyclopropane-oxygen mixture. It has become the anes- 
thesia method of choice at this hospital for the setting of 
simple fractures, myringotomies, and incision and drain- 
age of abscesses. 
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From 4 to 15 breaths of the 50:50 mixture will induce 
anesthesia. For maintenance this is followed by either the 
drop ether sequence or vinyl ether (Vinethene) in- 
termediary plus the drop ether sequence. The use 
of this machine has considerably shortened the in- 
duction time and has eliminated a great many of the 
fearful psychological reactions that children experience 
with the use of the open drop mask. In adult general 
surgery this device has been used for inducing anesthesia 
in 20 additional patients. There were delirium and 
marked excitement stages in two of these patients with 
a 33% by volume cyclopropane mixture, and in another 
patient with a 50% by volume cyclopropane mixture. 
The latter patient, however, had a poorly fitting mask. 
There was one instance of emergence delirium requiring 
restraints in another of these patients. For short, 5-to-10- 
minute operations, this machine has been used with 
cyclopropane and wall oxygen for anesthesia. In resusci- 
tation, by adding an Oxford type, corrugated bellows 
rebreathing bag, the instrument becomes a ventilator 
simpler than and almost as effective as the Kreiselman 
resuscitator. In addition, it has the advantage of provid- 
ing portable oxygen for field and emergency hospital 
use. 


Fig. 2.—Soda lime canister inserted between central body and rebreath 
ing bag of the anesthetic machine 


ENVISIONED USES 

Following are some of the possible uses of this ma- 
chine in modern clinical anesthesia, resuscitation, and 
oxygen inhalation therapy. 

Short Anesthesias—The machine may be used in 
short, 5-to-20-minute anesthesias when quick return to 
consciousness is desirable, such as dental anesthesia for 
simple extractions. In the United States, more than 80% 
of the 85 million dental anesthesias conducted each year 
are carried out with local block anesthetics. It would be 
desirable for many of them to be conducted with short- 
acting, general anesthetics if portable and maneuverable 
apparatus such as this could be widely used. It is thought 
that a large percentage of the 200,000 American dentists 
would find a beneficial use for such a device. In hospital 
emergency rooms, this device becomes an auxiliary gas 
machine for use in reduction of dislocations and for 
quick induction of anesthesia to assist in the control of 
sudden and severe hemorrhage. It is also useful for pre- 
cipitate delivery anesthesias in obstetrics; at least 10% 
of the nation’s obstetric deliveries fall in this category 
and occur so rapidly that present-day techniques and 
apparatus cannot be utilized, a situation sometimes to 
the disadvantage of mother and/or baby. It is believed 
that such a device would find a wide usage in every 
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obstetric hospital, being far superior to the trichloro- 
ethylene (Trilene) apparatus now being used. In pediatric 
anesthesia it may serve as an induction apparatus pre- 
liminary to open drop administration of anesthetics, 
thereby removing the emotional hazard of the larger and 
more frightful machines. 

Therapy.—The machine may be utilized as a portable 
ventilation apparatus, with oxygen, for rebreathing car- 
bon dioxide in hiccups, atelectasis, and postanesthesia 
hypoventilation (16 successful applications have been 
made in this field); for use by cardiac patients in the 
office and home, as an easily maneuverable device that 
is much superior to present ones and much more eco- 
nomical; and for use by passengers of planes at high 
altitudes, hooked to a central manifold valve to a com- 
mon source of oxygen supply, and by paratroopers dur- 
ing descent through hypoxic atmospheres. With the de- 
velopment of analgesic individual doses incapable of 
providing anesthesia, the machine could be utilized in 
the home by patients with intractable spasmodic pain 
attacks from cancer and the neuritides as a substitute for 
and a replacement of injectible opiates and synthetic 
analgesics. 

Resuscitation.—Such devices are usable as mechanical 
resuscitators for use on the battlefield and in industry by 
first aid corpsmen and physicians; by firemen and police- 
men in suffocation accidents from fire or suicidal in- 
halation; and by first aid rescue squads in drowning 
accidents and mine explosions. Adult volunteers have 
been comfortable rebreathing 100% oxygen for six min- 
utes from two cylinders of oxygen with an initial volume 
of 3,200 cc. Analysis reveals that the oxygen concentra- 
tion remains above 40% for this period. 


OTHER ADVANTAGES 

The cost of such a small device would be many times 
less than that of the present gas machines, which, even 
in portable models, cost from $500 to $1,500. The ma- 
chine is safe to use; it reduces the explosion potential 240 
times, purely on the basis of the numerical reduction 
of explosive molecules. It is calculated that an explosion 
within this device (even though more unlikely than with 
the present standard machines) would not be capable of 
inflicting serious damage on personnel or apparatus ex- 
clusive of the patient. Further, it uses calculated sub- 
lethal doses of gas, of which there could be no aug- 
mentation by mechanical defect or human error such as 
is now possible with standard machines. However, sec- 
ond and sequential individual dose cylinders could be 
added for prolonged and augmented anesthesia. The 
machine with the small portable tanks could be stored 
on battleships or near ammunition or other explosives, 
which is not possible with present-day equipment. The 
portability of the device permits many applications; for 
example, in forward positions on the battlefield, in mine 
explosions, and in minor blast disasters, a portable de- 
vice such as this could be dropped from aircraft without 
a parachute without damage to the apparatus. The small- 
est portable apparatus now in existence that will perform 
this service with anesthetic tanks attached weighs more 
than 40 Ib. (18 kg.), and the usual anesthetic gas ma- 
chine weighs between 100 and 200 Ib. (45 to 91 kg.), 
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whereas this apparatus, including the cylinder, of 9, 
weighs less than 2 Ib. (0.9 kg.). Adaptations for use a) 
night or during blackouts can be developed. |t wouj 
be possible to construct the exterior in such « manner 
that dangerous radiation from atomic dust would jy 
screened from the patient. The instrument could be seq 
as an auxiliary respirator by firemen and rescue worker 
in salvaging suffocating patients from environments o 
carbon monoxide, smoke, sewer gas, cooking gas, an4 
other poisonous gases. Both the rescue worker and the 
victim could be protected with a machine for each per- 
son. The machine in its present form is an effective oa. 
mask permitting persons to breathe a controlled mixture 
for 20 minutes to one hour during evacuation from dap. 
gerous areas of smoke, poison gas, or incendiary ey. 
plosives. 
SUMMARY AND CONCLUSIONS 

A new, small anesthetic gas machine and resuscitator. 
now being developed at Western Reserve University and 
University Hospitals of Cleveland, has been used in the 
management of 386 patients without major complica. 
tions. In the category of resuscitation and rescue with 
100% oxygen, this compact unit presents no danger and 
a great many safety factors. However, the category of 
anesthesia is a very different problem. The dangers in- 
herent in the administration of every anesthetic are pres- 
ent here also. The additional hazards of explosion, while 
reduced from those with standard machines using larger 
volumes of explosive gases and able to produce longer 
anesthesia, are apparent. The principles of good and 
conservative medicine, anesthesiology, and pneumatol- 
ogy must be followed in further uses of this flexible and 
interesting apparatus. 





The Meaning of IlIness.—The general practitioner should allow 
himself to practice generally and not make a specialty of general 
practice. As one specializes more and more, one adds blinders, 
narrowing one’s observational field and, like the horse, protects 
oneself from the threatening events which lie outside. . . . I have 
had an unusual opportunity in large teaching hospitals to identify 
myself with each of the practicing medical specialties. This 
experience has tempered greatly the urge: to cure, to change, to 
take away, to cut out, to medicate symptoms. . . . I have observed 
that clinical medicine is organ-system oriented, or technically- 
mechanically oriented. . . . Inherent in the traditional connota- 
tion of the meaning of disease is the idea that one is attacked 
afflicted or overpowered by outside, alien forces such as bacteria, 
and that an organ system is actively deranged. All of the 
biological sciences and their clinical ancillary, medicine, shared 
this tradition for generations. . . . Now not so many of the 
diseases are related to the action of alien, or pathogenic agencies 
... Illnesses now seem to arise from within the organism itself 
and seem to represent some struggle in self-expression or some 
anomaly of our given biological substratum. . . . Why is it 90 
difficult for us to accept it as a discovery? Possibly because we 
are comfortable in our tradition. A tradition is like a cloister, 
protective and comfortable. We inherit this tradition from such 
men as Virchow, ... or Pasteur. . . . It is an historical paradox 
that the great accomplishments of the past often become an 
obstacle to further development. There is always an inertia 
between the discovery of a new scientific truth and its acceptance 
into scientific work. As human scientists, we categorize Our 
observations according to the scientific philosophy to which Wwe 
were exposed in our training. We need constantly to revise this 
trend. Our observations are our greatest teachers.—H. Sadler, 
M.D. The Necessity of Illness, Journal of the Michigan Stat 
Medical Society, June, 1954. 
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REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
from the Committee on Pesticides. 


R. T. Stormont, M.D., Secretary. 






report 







Over two years ago, a Committee report, “The Health Hazards 
of Electric Vaporizing Devices for Insecticides” (J. A. M. A. 
149:367 [May 24] 1952), described the dangers of continuously 
dispersing chlorophenothane (DDT) or lindane into the atmos- 
here of occupied spaces. The facts presented were sufficiently 
impressive to prompt a number of states and municipalities to 
adopt measures to control the sale, installation, and use of 








porizing devices. 

4 supplementary report entitled “Health Problems of Vapor- 
ising and Fumigating Devices for Insecticides’ (J. A. M. A. 
152:/232 [July 25] 1953) offered further evidence of the hazards 
of continuously operating insecticide vapor dispensers and 
critically examined those devices employing a new procedure, 
namely the intermittent dispensing of higher concentrations of 
volatilized insecticide at intervals of every other week. Since the 
latter procedure involved the rapid volatilization of poison into 
closed, unoccupied rooms and certain other precautions not 
unlike those required in fumigation with more familiar chemicals 
such as cyanide, methyl bromide, and sulfur fumes, it has been 
referred to as a form of fumigation. Accordingly, specialized 
vaporizing devices for this type of application have been called 
insecticide fumigators. The limitations of insecticide fumigators 
as well as the promotional techniques employed to sell them 
were revealed in the aforementioned supplementary statement. 





Va 



















Consumer complaints, correspondence with physicians, and a 
sampling of advertising mediums indicate that many firms 
marketing these devices continue to make advertising claims that 
not only violate the facts but also invite dangerous misuse of the 
poisons involved. Since the tendency to foster misuse of fumi- 
gators and to make untrue claims for their safety appears to 
he increasing, the present report is necessary. 













BERNARD E. CONLEyY, Secretary, 





Committee on Pesticides. 






ABUSE OF INSECTICIDE FUMIGATING DEVICES 

The experience of the last several years in the use of devices 
to volatilize insecticides into the atmosphere of homes and com- 
mercial establishments has provided proof of the dangers of 
excessive exposure to the vapors and fumes of lindane. The 
problem of what factors are responsible for excessive exposure 
has not been fully determined. Overliberal use, inadequate ven- 
tilation, poorly constructed equipment, and a peculiar sensitivity 
of those so injured have been cited as causative factors. Ac- 
cumulating clinical evidence suggests that initial findings on 
the toxicity of this compound in experimental animals are not 
always directly convertible to human beings. 













Single doses of lindane given orally to experimental animals 
have been reported to be moderately toxic, whereas inhalation 
of vapors and fumes is highly toxic. It has been commercially 
exploited as a comparatively safe insecticide because of minimal 
Storage in fat tissues and fairly prompt elimination from the 
animal body when ingested in trace amounts. Recently, how- 
ever, it has been discovered that lindane is stored in significant 
amounts in the brain and functioning liver tissue of certain 
species of laboratory animals and that in relatively high doses 
itmay induce profound and long-lasting effects on the central 
hervous system. 

The accident record with lindane is no less suggestive. Since 
the chemicals used in fumigating devices are frequently avail- 
able as pellets (tablets) or packaged as white crystals, they are 
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liable to accidental misuse. Ingestion of about 0.5 gm. of lindane 
in pellet form produced convulsions in an 18-month-old child. 
Four children were also seriously poisoned after drinking un- 
specified quantities of a homemade soft drink sweetened with 
lindane-contaminated sugar. The case histories follow: 


A nationally advertised “Electrically Controlled Bug Killer’ was pur- 
chased as the result of an advertisement in a recent Sunday issue of a 
western newspaper. The device and lindane pellets were ordered by tele- 
phone and received by mail from a local distributor. The carton containing 
the vaporizing device and the lindane pellets were then spread on the 
dining room table. One of the packages of pellets was soon missed, and 
the mother found her 18-month-old daughter on the floor with it. The 
child apparently had ingested one and one-half pellets. She was rushed 
to a nearby first aid station where her stomach was washed. The child 
began to convulse, was taken by ambulance to a local hospital and given 
Oxygen immediately. Within an hour she became completely spastic. 
Phenobarbital was administered, and she again began vomiting, which 
lasted about one hour. Seven and one-half hours after admission her 
condition was improved, but she was kept under observation for residual 
liver and kidney effects. Although the interval between ingestion of the 
tablets and the onset of symptoms (vomiting, convulsions) is unknown, less 
than 90 minutes elapsed between ingestion and admission to the hospital. 
The exact weight of the pellets is not recorded, but similar tablets for like 
devices weigh 0.33 gm. Since 18-month-old girls weigh 22.5 Ib. (10.24 kg.) 
on the average, it may reasonably be assumed that the child ingested about 
48 mg. of lindane per kilogram of body weight. Prompt absorption of the 
poison appears to have occurred, since vomiting and gastric lavage were 
of limited help in removal of the ingested poison. 

Three of four children who drank a homemade soft drink were seized 
by vomiting and convulsions in less than 6 hours; a fourth child, a boy 
age 7, was affected 12 hours later. No specific treatment was given, 
and no further toxic effects were noted. The amount of soft drink con- 
sumed and the concentration of lindane present in the drink are not 
known. Subsequent investigation of the accident elicited the following 
facts. A sample supply of lindane packed in unlabeled small cellophane 
bags had been removed from an insecticide plant by an employee and 
given to the mother of three of the children who were injured. These 
bags were inadvertently placed in a sugar container. On the day of the 
poisoning the mother emptied the bags into the sugar container thinking 
them to be sugar. The soft drink was sweetened with the powdered lindane 
that was mistakenly mixed with the sugar. 


Although laboratory and clinical evidence of toxic potenti- 
alities of lindane have been widely disseminated, certain pro- 
moters of insecticide vaporizers and fumigators continue to 
represent their appliances as absolutely safe, recognized for the 
control of disease-bearing insects, and useful any place where 
an insect problem exists. In spite of representations and actions 
by the Federal Trade Commission, the National Better Business 
Bureau, and the Post Office Department, these promoters are 
using newspaper advertisements, mail order outlets, and direct 
solicitations to inveigle purchasers with misleading claims. The 
following case history is taken from recent correspondence 
received by the Committee on Pesticides: 

A housewife, having purchased a vaporizer in a plain cardboard con- 
tainer devoid of advertising, wrote to the firm about the safety of the 
device for home use. A representative of the firm later called at the 
woman's home, returned her letter, and stated that, although he intended 
to write, he thought he would call in person since he happened to be in 
the area. After describing his product in glowing terms, the representative 
claimed that it was absolutely safe, effective against 200 kinds of insects, 
and would hurt nothing that breathes. On questioning, he further advised 
that accidental ingestion by a small child of the lindane tablets used in the 
machine would produce no more discomfort than possibly a slight nausea. 


It is difficult to imagine that promoters of insecticide vapor- 
izers and fumigators are so callous as to knowingly disregard 
the dangerous implications of their suggestive advertising. Such 
actions can only be rationalized on the basis of ignorance of the 
toxicities of the chemicals used. Neither ignorance nor misplaced 
confidence is justification for questionable promotional tactics. 

Insecticidal poisons that are effective because of deliberate 
continuous pollution of the atmosphere have questionable safety. 
Their use in this manner is contrary to hygienic standards for 
safe atmospheric living and working conditions. The Committee 
wishes not only to reaffirm its opposition to the home use of 
continuously operating devices (insecticide vaporizers) but also 
to reemphasize its warning that extreme care is required in the 
intermittent use of such equipment promoted as so-called insecti- 
cide fumigators. 
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NATIONAL NURSE WEEK 


National Nurse Week, which will be observed October 
11-16, was established by an act of the Congress and 
proclaimed by President Eisenhower to acknowledge the 
contributions nurses are making to the health, welfare, 
and defense of the nation. Because no other profession 
is so closely allied with nursing, physicians take special 
note of this tribute to the nearly half million professional 
and practical nurses who work with them side by side 
throughout the year. National Nurse Week is an auspi- 
cious occasion for the physician to inaugurate in his med- 
ical society a year-long program to inform the public of 
the services and requirements for providing adequate 
care and nursing education and of the need for recruiting 
more young women to the profession. The American 
Medical Association, one of the sponsors of this week, 
has worked for many years, through its membership on 
the Joint Commission for the Improvement of the Care 
of the Patient, the Committee on Careers in Nursing, 
and its own recently established Committee on Nursing 
Service, to alleviate the nursing shortage, recommend 
training courses for the various grades of nurses, and 
strengthen the economic security of nurses. 

Today, America is served by more nurses than at any 
time in its history. Nearly 400,000 registered profes- 
sional nurses and 75,000 licensed practical nurses are 
providing care in the homes, hospitals, schools, factories, 
clinics, and military services of the nation. Yet a nursing 
shortage exists; more than 50,000 professional nurses 
are needed to meet essential civilian demands. Another 
60,000 practical nurses could be employed this year if 
they were available. 

There are several reasons for the prevailing shortage 
of nurses. More hospitals and health agencies are being 
built or expanding their facilities and services. More 
persons go to hospitals, thanks to the growth of private 
health insurance plans. More babies are being born (90% 
of them in hospitals), and people are living longer, with 
the result that the population has more than doubled 





1. Spink, W. W.: Staphylococcal Infections and the Problem of Anti- 
biotic-Resistant Staphylococci, A. M. A. Arch, Int. Med. 94: 167-196 
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since 1900. Health education programs are influencing 
the public to seek medical and nursing care readily, Ne, 
drugs and medical treatments require more and more 
highly skilled nurses. These reasons for the Shortage of 
nurses should spur physicians on to help enlist more 
young women in the nursing profession. Currently 2.40, 
of the employed professional nurses are men. Men enter 
nursing at a rate of less than 500 a year, but those who 
do become professional nurses find their services mych 
in demand. There are several schools of nursing for men 
only, and an increasing number of nursing schools are 
becoming coeducational. 

‘Progress in nursing means better health for the na. 
tion” is the theme of National Nurse Week. This obsery. 
ance provides an opportunity for physicians to focys 
public attention on the achievements of nursing and 
lend their community leadership, cooperation, and sup. 
port throughout the year to programs of nursing educa- 
tion and recruitment. 


ANTIBIOTIC-RESISTANT MICROCOCCI 
(STAPHYLOCOCCD 


Browning, working in Ehrlich’s laboratory, found, in 
1907, that he could protect mice against a highly lethal 
strain of a trypanosome with trypan red, trypan blue, and 
parafuchsin. This strain however, could become resistant 
to all three of the above agents. Browning concluded that 
resistance was a permanent characteristic of the invading 
parasites. To prevent chronicity of the infection and to 
protect against appearance of resistant parasites, he sug- 
gested energetic and aggressive treatment with a combina- 
tion of drugs selected on the basis of susceptibility tests 
carried out in the laboratory. The same phenomenon of 
the emergence of drug resistance on the part of the bac- 
teria was to repeat itself once more, this time with the 
sulfonamides and the antibiotics. 

Spink,’ in a recent contribution to the subject of 
micrococcic infections, emphasized that of all the micro- 
organisms the Micrococcus has been the most consistent 
in showing resistance to the action of the antibiotics. 
In 1941 he recorded favorable observations on the treat- 
ment of micrococcic bacteremia with sulfapyridine and 
sulfathiazole.* Subsequent results, however, were much 


_less encouraging. The introduction of penicillin into the 


treatment of staphylococcemia in 1942 resulted in a pre- 
cipitous drop of mortality to 28% at the University of 
Minnesota Clinic, according to Spink. Excellent clinical 
results with penicillin were indicated in many clinics. 
Within five years after its introduction, however. man) 
therapeutic failures were recorded, and these were asso- 
ciated with the emergence of penicillin-resistant strains 
of Micrococcus. 

Good therapeutic results could still be obtained by the 
judicious use of large amounts of penicillin. and other 
antibiotics in the treatment of micrococcic endocarditis 
as recorded by Dowling and his associates.* The appeat- 
ance and dissemination of antibiotic strains of Micro- 
coccus is associated with a rising incidence of therapeutic 
failures and with an increase in the mortality rates ol 
patients with micrococcic septicemia. The mortality rate 
from the infection rose, according to Spink, to 50%. 
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Many clinicians have now observed that strains of 
Micrococcus that were sensitive in vitro to the sulfona- 
mides and to penicillin were now developing strains that 
were resistant to both. Thus, Barber and Rozwadowska- 
Dowzenko * reported from England on the steady in- 
crease in the incidence of penicillin-resistant strains of 
Micrococcus pyogenes in cases of infection. They found 
that of 100 cases of infection of Micrococcus pyogenes 
in one hospital investigated in 1948, 59 yielded peni- 
cillin-resistant organisms. The same hospital had had an 
incidence of 14.1% in 1946 and 38% in 1947. 

In 1951 Spink * reported that about 50% of strains 
isolated from patients were resistant not only to penicillin 
but to streptomycin as well. The same strains were found 
to be quite susceptibdle to the action of chlortetracycline, 
oxytetracycline, and chloramphenicol. As the population 
became exposed to these new antibiotics, the picture 
changed once more, and by the end of 1953 strains were 
being isolated that were resistant to these newer anti- 
biotics. These observations, Spink concluded, indicate 
that when a sulfonamide or an antibiotic is used promis- 
cuously and intensively in a community, resistant strains 
of Micrococcus will make their appearance and will 
parasitize a significant segment of the population. 

The close correlation between penicillin resistance of 
micrococci and their ability to produce penicillinase was 
first pointed out by Bondi and Dietz.” Finland and 
Haight * found that, while previous antibiotic therapy of 
any given patient may be an important factor in the 
occurrence of strains resistant to that antibiotic, the wide- 
spread use of antibiotics may be of equal or of even 
greater importance in the increase in the incidence of 
micrococci that are resistant to these antibiotics. Dowling 
and his associates * have carried out epidemiological stud- 
ies that substantiate the concept that the incidence of 
carrier rates and infections caused by antibiotic-resistant 
strains of Micrococcus is related to the use of the anti- 
biotics. They showed that the intensive use of erythro- 
mycin in a hospital was associated with a rising incidence 
of erythromycin-resistant strains and that when the use 
of the antibiotic was restricted there was a corresponding 
fall in the carrier rate of resistant strains within a few 
months. The observations of the group at the University 
of Minnesota is in accordance with these data. 

If the phenomenon of resistance to an antibiotic on the 
part of the Micrococcus is one of adaptation, what are 
some of the possible mechanisms? Resistant cells within 
a bacterial population may arise spontaneously through 
mutation and proliferate in the absence of penicillin. 
This explanation may apply to strains that are resistant 
to penicillin, even though the population has not come 
in contact with the antibiotic. Demerec * presented evi- 
dence to indicate that resistance is not induced by the 
action of penicillin on bacteria but originates in the 
mutation of strains and that penicillin acts as a selective 
agent to eliminate nonresistant organisms. Mutants that 
are resistant to the destructive action of a given anti- 
biotic may appear spontaneously in a bacterial popula- 
tion. These resistant cells arise and reproduce totally 
independently of the presence or absence of an antibiotic. 
The antibiotic selects out or kills the sensitive cells, per- 
mitting the resistant cells the opportunity to reproduce 
and to present eventually a uniformly resistant culture. 
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Another mechanism suggests the ability of the micro- 
organism to adapt itself metabolically so as to escape the 
effect of the antibiotic. Bacterial resistance need not 
depend on genetic factors, it may occur through enzy- 
matic activity, a temporary metabolic adjustment to an 
unfavorable environment. The development of resistance 
may, of course, be the result of the combination of the 
mentioned mechanisms. These resistant strains of Micro- 
coccus have an enzyme, penicillinase, which inactivates 
penicillin. Penicillin-resistant micrococci isolated from 
man are almost always penicillinase-producing strains. 

Treatment of severe types of Micrococcus infections 
presents, despite modern advances in therapy, an impor- 
tant and difficult task for the clinician. It is, above all, 
important, as Spink stresses, to isolate and identify the 
invading micro-organism. All suppurating and necrotic 
tissues and cavities should be drained surgically. Treat- 
ment with antibiotics should be instituted as soon as 
possible and preferably with a combination of antibiotics. 
The antibiotic should be selected that has been shown 
by clinical experience to be most effective against the 
majority of the strains. In vitro tests should be carried 
out to determine the sensitivity of the culture to a numbet 
of antibotics. The antibiotic treatment for micrococcic 
sepsis must be aggressive and persistent, and the treat- 
ment must not be discontinued too soon. 


WARNING ABOUT INSECTICIDE 
FUMIGATORS 


Elsewhere in this issue (page 607) is a report of the 
Committee on Pesticides on the abuse of insecticide fu- 
migating devices. The current report reemphasizes pre- 
vious Committee warnings about the indiscriminate use 
of insecticide volatilizing devices in the home and pre- 
sents new evidence of the harm resulting from the highly 
questionable tactics used to promote the sale of these de- 
vices. Many “electrically controlled bug killers” are being 
advertised in such 2 manner as to encourage dangerous 
misuse of the insecticidal poison they dispense. Despite 
actions and representations by government and con- 
sumer groups, certain promoters of these contrivances 
continue to make untrue claims for safety. The Com- 
mittee presents a typical “case history” of the promo- 
tional tactics of a distributor of an insecticide fumigator 
and reports of injury in children seriously poisoned by 
the chemical employed therein. Insecticide fumigating 
and vaporizing devices have been reported as one of the 
leading causes of consumer complaints regarding pest- 
icides for the past several years. They may be expected 
to continue to be a problem as long as false and mislead- 
ing claims prevail in their advertising. 
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ORGANIZATION SECTION 


STATUS OF MEDICAL CIVIL DEFENSE 
PLANNING IN STATES 


The Council on National Defense of the American Medical 
Association recently completed a survey of the status of medical 
civil defense planning in the states and territories. In conducting 
the survey a series of 30 questions was used. Questionnaires 
were sent during April to directors of state civil defense depart- 
ments and to chairmen of emergency medical service commit- 
tees of all state and territorial medical societies. A copy of the 
questionnaire was also forwarded to the executive secretaries of 
all state medical societies for their general information and for 
such additional comments as they might consider appropriate. 
The questionnaires were returned either by the director of civil 
defense or by the chairman of the emergency medical service 
committee from all but six of the states. Following is a summary 
of the results of the survey. Complete results will be made avail- 
able to interested persons by the Council on National Defense 
upon request. The results of the survey are intentionally sum- 
marized in terms of those things that the states have not done 
rather than what they have done. The adoption of this procedure 
does not represent a failure on the part of the Council to recog- 
nize and appreciate the outstanding and tireless work done by 
many individual physicians in the field of medical civil defense, 
but rather is an effort to present factually the lack of real 
preparedness in some areas. 


STATUTES AND LEGISLATION 

Prior to the survey, the Council had on file a considerable 
amount of general information about civil defense legislation 
in the 48 states, including citations and dates of enactment. The 
information received in the 1954 survey enabled the Council to 
bring this material up-to-date. The survey revealed that there 
is a civil defense law of one kind or another in every state from 
which information was received. It may or may not be significant 
that in at least 13 states no amendments have been made to the 
State Civil Defense Act within the last year. This may well be 
due to the fact that some state legislatures meet biannually and 
therefore were not in session in 1954. However, it definitely is 
of concern to note that in at least 10 of the states the basic 
legislation does not appear to be applicable to natural disasters. 


APPROPRIATIONS AND STAFFING 

It is difficult to make general statements about requirements 
in appropriations or staffing in civil defense that are applicable 
to all the states, owing to the great diversity in population, re- 
sources, strategic location, and many other factors. The survey 
revealed that the total paid civil defense staff ranged from one 
person in Idaho to 116 persons in California. The total number 
of persons on the medical staff ranged from none in several 
states to 43 in New York. It is obvious from the survey that 
many of the states have small civil defense staffs. Information 
also indicates that in many states the state health officials are 
also serving in civil defense medical capacities. 

The state with the largest appropriation for fiscal year 1954 
is New York, with $1,494,000; the second largest is California, 
with $1,191,894; the third largest is Connecticut, with $375,201; 
and the fourth in rank is Virginia, with $316,270. The four 
highest-ranking states in terms of amounts appropriated for 
medical civil defense purposes for fiscal year 1954 are: New 
York, $438,000; Massachusetts, $75,000; Connecticut, $62,550; 
and California, $51,048. In at least 18 states the total amount 
appropriated for civil defense for fiscal year 1954 was smaller 
than that appropriated for fiscal year 1953. In about 19 states 
the amount for fiscal year 1954 is the same as for fiscal year 
1953, and in only about 5 states is the amount for fiscal year 
1954 larger than for fiscal year 1953. 

It should be observed that some states have a conditional 
appropriation authorization for use in case of emergency, such 
as that of Alabama, $250,000 for fiscal year 1954. In some 


States the amount appropriated for medical civil defense js 
designated for specific things, such as supplies, or a specific 
amount is allotted for administration. Some appropriation acts 
do not specify when the money is to be spent; further, it appears 
that in a number of states no specific sum for medical activities 
is specified in the appropriation act itself. 


MEDICAL PLANNING AND HOSPITALS 

The information received disclosed that at least seven states 
still do not have a written civil defense plan and that six of the 
States that do have a written plan do not include natural disasters 
in the plan. Of considerable concern is the fact that in seven 
States it was indicated that no specific assignments had been 
made to physicians in case of emergency; in nine states no 
specific assignments had been made to dentists; in nine states. 
no specific assignments to veterinarians; in nine states, no specific 
assignments to pharmacists; in eight states, no specific assign- 
ments to nurses; and in eight states, no specific assignments to 
other allied health personnel. It was also revealed that assign- 
ment lists in 10 of the states apparently are not kept on a current. 
or up-to-date, basis. 

According to the survey, in about 21 states there appeared 
to have been no civil defense committees established on a 
regional basis; in 18 states, no civil defense committees esiab- 
lished on a district basis; in 9 states, no civil defense committees 
established on a county basis; and in 9 states, none established 
for large cities. 

The participation of hospital administrators and officials in 
drafting civil defense plans is considered to be important for a 
number of reasons. The survey revealed, however, that in at 
least eight states hospital administrators did not participate in 
formulating the civil defense medical plan. In nine states no 
plans have been made for improvised hospitals, and in nine 
States no plans have been made for mobile first aid stations. 


TRAINING 


A variety of information was requested in the section of the 
questionnaire devoted to civil defense training. Some of this 
information is of considerable importance in presenting an over- 
all picture, while some of the questions were asked primarily 
for education purposes. 

In at least 15 states no manuals have been issued for training 
purposes, and about 14 states have not been divided into regions 
for training or other purposes. It appears that 10 states, as of 
the time of the completion of the questionnaire, had had no 
civil defense drills; in 16 states no drills had been conducted in 
metropolitan districts; in 16 states no drills had been conducted 
in counties; in 18 states no drills had been conducted on a 
regional basis; and in 16 states no drills had been conducted on 
a state-wide basis. It should be observed here, however, that 
these questionnaires were completed and returned to the Council 
prior to the nation-wide civil defense alert that was held under 
the auspices of the Federal Civil Defense Administration in the 
middle of June, 1954. 

Information received indicates that in 16 states no staging 
areas have been designated, at least for medical personnel. In at 
least three states there has not been any specific coordination of 
the various civil defense divisions and activities within the state. 

With reference to civil defense health instruction in the schools 
and colleges, the survey disclosed that in 17 states no civil 
defense courses of any kind are given in the high schools; in 18 
states no civil defense courses are given in professional schools; 
and in 21 states no civil defense courses are given in medical 
postgraduate schools. 


COMMENTS AND SUGGESTIONS BY OFFICIALS 


The final item on the questionnaire requested comments, sug- 
gestions, and recommendations as to how the Council on Na- 
tional Defense could be of most assistance to state officials and 
medical society officials in medical civil defense planning and 
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ations. A wide variety of helpful suggestions was made. 
|| be presented for the consideration of the Council at 


oper 
They wi | pre 
next meeting in October. 


its 


Summary of Suggestions Made on Questionnaire 

1, Encourage interest, and make officers of state medical societies, as 
well as individual physicians, more aware of the need for civil defense. 

> Encourage state legislatures to appropriate more money for civil 
defense. P 

3 Encourage more interest on part of state health departments, 

4. Supply specific information about extent of need for mobile first 
aid stations. : ; 
5. Supply specific instructor training manuals—material on hand is 
too general 

6. Expedite assignments of improvised hospitals to regions and target 
areas. os . q 

Provide more civil defense conferences and information. 

g, Sponsor biological warfare courses on a high level for state officials. 

9, Sponsor gas warfare defense courses for high-levei officials. 

10. Survey total hospital liabilities, etc. 

11, Impress on physicians the fact that they may have to treat 100 
imes more persons in a given period than they now think they will. 
12. Encourage standardized procedures in treatment and other fields. 
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MEDICAL AND CHIRURGICAL FACULTY 
OF THE STATE OF MARYLAND 


To permit readers of THE JourNAL to become better 
acquainted with the activities of the state medical associations, 
articles describing them will appear from time to time in these 
es.—ED. 
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On Jan. 20, 1799, members of the medical profession in 
Maryland secured from the state legislature a charter that author- 
ized them to establish and incorporate a Medical and Chirurgi- 
cal Faculty. It conferred on the society the right to “elect by 
Ballot, Twelve persons of the greatest medical and chirurgical 
Abilities in the State, who shall be styled the Medical Board 
of Examiners for the State of Maryland . . . whose duty it 
shall be to grant Licences to such Medical and Chirurgical 
gentlemen as they, either upon a full examination, or upon the 
production of Diplomas from some respectable College, may 
judge adequate te commence the practice of the Medical and 
Chirurgical Arts. . . .” According to John C. French, librarian 
emeritus of Johns Hopkins University, Baltimore, the original 
name, which has remained unchanged through the years, 
“stemmed from the medieval University of Paris, where gradu- 
ates of medicine, by virtue of being a body exercising a liberal 
profession, of which they had a monopoly, became the distinc- 
tive faculty.” The first meeting of the Medical and Chirurgical 
Faculty of the State of Maryland was held in Annapolis in 
June, 1799. In the previous year, Dr. Charles F. Wiesenthal, 
surgeon general of the state, had taken the lead in the creation 
of a Baltimore Medical Society, which he desired to make 
statewide, with authority from the legislature to examine and 
license candidates and to prevent the incompetent and un- 
authentic practice of medicine. However, Dr. Wiesenthal died 
in June, 1789, and within a year the society was dissolved. 

Among the charter members of the Medical and Chirurgical 
Faculty were Dr. John Archer of Harford County, clergyman, 
Revolutionary War major, legislator, judge, and member of 
Congress, who in 1768 had received from what is now the Uni- 
versity of Pennsylvania the first diploma in medicine awarded 
by an American medical college; Dr. William Beanes Jr., whose 
activity in caring for the wounded at the battle of Bladensburg 
caused his arrest by the British and gave his friend Francis 
scott Key “the inspired moment for the writing of the ‘Star- 
Spangled Banner’; and Dr. Charles Alexander Warfield, cap- 
tain of cavalry, who had taken the lead in the Annapolis tea 
party. 

The efforts of the young society to establish a “college of 
physicians” met with success when, on Dec. 18, 1807, the legis- 
lature passed a law founding the College of Medicine of Mary- 
land. By an act of Dec. 29, 1812, the college was authorized 
{0 “constitute, appoint, and annex to itself” other faculties and 
80 become part of a university of Maryland. In 1827, six mem- 
bers of the society organized their own school of medicine, 
chartered as the medical department of Washington College, 
Pa. and called the Washington Medical College of Baltimore. 
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Another major project of the society was the establishment 
of a library. On June 8, 1830, a five member committee was 
appointed with authority “to purchase such periodicals and 
other standard works in medicine, as they deem proper; to be 
placed in some suitable situation for the use of the members 
of the Medical and Chirurgical Faculty of the State . . . and 
to draw on the Treasurer for an amount not exceeding $500 
for the purpose.” First housed in the homes of physicians who 
acted as librarians, then in the Mercantile library, it was even- 
tually quartered in the second floor of the faculty headquarters, 
and subsequently, as it grew, in half a dozen different buildings. 
At the time of its centennial celebration, April 23, 1930, the 
library that had begun with 274 books had increased to 45,000. 

According to Mr. French, whose “Brief History of the Medi- 
cal and Chirurgical Faculty of Maryland” is part of the volume 
published in 1949 in celebration of the sesquicentennial of the 
faculty, a severe setback to medical practice occurred in 1838 
when the cult of “Thomsonian medicine” descended on the 
State. “This was a fantastic cult that originated in New England 
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Headquarters of the Medical and Chirurgical Faculty of the State of 
Maryland at 1211 Cathedral St., Baltimore. 






and so caught popular fancy as to let loose on the country a 
locust-like plague of so-called ‘botanic physicians.’ These per- 
sons used only medicines derived from vegetables, preferring 
them on the philosophical ground that they grow upward into 
the light, whereas mineral remedies dug from the earth savor 
of the grave; and deciding by occult means what herbs should 
be used for what ailments. When prosecuted in Maryland, they 
brought pressure to bear on the State Legislature; and, ulti- 
mately in 1838 secured the passage of a loosely-drawn act which 
made it lawful ‘for each and every person, being a citizen of 
this state, to charge and receive compensation for their services 
and medicine in the same manner as physicians are permitted 
to do.’” Although the Thomsonian craze was short-lived, the 
legislation was not remedied until 1892, when an act was passed 
that created two boards of medical examiners, one for the 
regular profession and the other for the homeopathic school, 
and that supported the authority of both by penalties for illegal 
entrance into practice. 

In 1839 the Maryland faculty appointed a committee to 
correspond with the profession in other states regarding a pre- 
liminary meeting of a national organization to be held in Balti- 
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more. The proposed meeting was, however, held in New York 
in May of that year. At a second tentative gathering in Phila- 
delphia in 1847, on invitation of the delegates of the Medical 
and Chirurgical Faculty of Maryland, it was decided to hold 
the first annual convention of the American Medical Associ- 
ation in Baltimore in 1848. The annual convention of the Asso- 
ciation was also held in Baltimore in 1866 and in 1895. 


In 1839, members of the society who had been licensed to 
practice dentistry founded the Baltimore College of Dental Sur- 
gery, and in 1841 a college of pharmacy was similarly incor- 
porated. 

The faculty early took an interest in the promotion of public 
health measures, with particular emphasis on child health. When 
a state board of health was created in Maryland by an act of 
the general assembly, January, 1874, the governor named as 
its president Dr. Nathan R. Smith, who had served as president 
of the faculty from 1870 to 1872. 

The history of the faculty is replete with names of men who 
have made medical history: Drs. Nathan R. Smith, Aaron and 
Harry Friedenwald, William H. Welch, William Osler, Eugene 
F. Cordell, Hugh H. Young, John Whitridge Williams, William 
S. Halsted, Thomas S. Cullen, John M. T. Finney, Harvey B. 
Stone, Llewellys F. Barker, and John Ruhrah. Three of its 
members have served as president of the American Medical 
Association: Drs. William H. Welch, William S. Thayer, and 
Dean D. Lewis. 

After occupying a series of rented homes, on May 13, 1909, 
the faculty dedicated its own headquarters at 1211 Cathedral 
St., Baltimore, naming the assembly room Osler Hall in honor 
of Dr. William Osler, who had vigorously advocated the estab- 
lishment of the new headquarters. In 1935 the buildings at 1215 
and 1217 were purchased and converted into an annex with 
offices for the board of medical examiners and the nursing or- 
ganizations of the state. The main building houses the offices 
of the state association, including those of the Maryland State 
Medical Journal, and the Baltimore City Medical Society. Offices 
have also been made available to the Medical Care Committee 
of the Maryland State Planning Commission during its special 
surveys. Osler Hall, in the main building, accommodates about 
400 people, and a smaller meeting room seats about 75. The 
building is used for the annual meetings of the association and 
for meetings of the Baltimore City Medical Society as well as 
meetings of other groups allied in medicine. The Board of 
Medical Examiners, the Maryland State Board of Nursing, and 
the Maryland State Veterinarian’s Board use Osler Hall for 
their examinations. So rapidly has the association grown, how- 
ever, that plans are under way for larger accommodations, 
either through additions to the present quarters or through a 
move to a new locality. The membership -now totals 1,855. 
Officers for the current year are: Dr. George H. Yeager, Balti- 
more, president; Drs. Waldo B. Moyers, Hyattsville, Samuel 
Whitehouse, Baltimore, and Charles J. Foley, Havre de Grace, 
vice-presidents; Dr. Everett S. Diggs, Baltimore, secretary; and 
Dr. J. Albert Chatard, Baltimore, treasurer. 


WASHINGTON OFFICE 


This is one of a series of brief statements explaining the work of 
various departments of the American Medical Association —Eb. 


The Washington Office of the American Medical Association, 
now in its 11th year, is charged by the Board of Trustees with 
(1) collecting and disseminating information on federal legisla- 
tion and activities of governmental agencies of interest to the 
medical profession and (2) serving as the instrument through 
which policies, opinions, and activities of the Association are 
made known to Congress and federal departments. The Wash- 
ington Office also maintains liaison between Congress and con- 
stituent societies of the A.M.A. Individual members of Congress 
are furnished with information for speeches, discussions, and 
questions. Washington Office representatives, in line with the 
Association’s policy, also work with congressional committee 
members and their staff to effect passage of sound medical legis- 
lation. By the same token, staff members maintain close contact 
with Congress to prevent passage of bills detrimental to good 
medical care and practice. The office coordinates the timing and 
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appearance of A.M.A. representatives called to testify at hearings 
on medical and related bills. At appropriate times the Office 
communicates with other associations to enlist their support fo, 
the A.M.A.’s position on legislation. It also maintains constant 
liaison with the military authorities, federal agencies, and other 
groups to interpret A.M.A. policy on legislation. 

In its informative role, the office publishes the weekly Ay, 
Washington Letter, which reports on activities in the legislative 
executive, and judicial branches of the government. During the 
sessions of Congress the letter includes an up-to-date, running 
account of bills of medical interest, from the day they are intro. 
duced by a member of Congress until they are signed by the 
President and become public law. The letter, which is supplie 
only on request, is sent to A.M.A. and state society officia) 
journal and bulletin editors, and others with a direct interey 
in medical legislation. From time to time, the letter is supple. 
mented by special reports on subjects of importance. including 
testimony of A.M.A. witnesses. A relatively recent innovation 
is the publication and distribution of “The Month in Washino. 
ton,” a summary of news tailored for the various state Pi! 
regional journals. 

To further disseminate information on the Washington scene 
the office writes the weekly Washington News column for Ty 
JOURNAL and prepares for periodic publication in the Organiza. 
tion Section the column Federal Medical Legislation, The 
director and his staff conduct a biennial tour of all states { 
the dual purpose of acquainting physicians concerned with healt} 
legislation with the operations of the office and the status oj 
bills and, in turn, gathering firsthand information on the new) 
elected members of Congress whom staff members subsequent) 
will be contacting. 


ACTIONS BY THE BOARD OF TRUSTEES 

At its recent meeting, the A.M.A. Board of Trustees ap. 
pointed a liaison committee to work with government officials 
whenever called or when the Board feels it is necessary to 
consult with any officials on matters of importance to medicine 
or the profession. This committee is made up of President 
Walter B. Martin, President-Elect Elmer Hess, Board Chair- 
man Dwight H. Murray, Trustee David B. Allman, who is 
chairman of the Committee on Legislation, and Speaker 
James R. Reuling. The Board also appointed a committee to 
study problems relating to oral surgery, composed of Trustee 
Gunnar Gundersen, chairman; President Walter B. Martin, 
Trustee Leonard Larson, and Drs. Paul W. Greeley, Chicago, 
and Lawrence R. Boies, Minneapolis. The committee was ap- 
pointed in response to a report acted on by the House of 
Delegates in San Francisco last June, which dealt specifically 
with the definition and scope of oral surgery. The reference 
committee to which the report was referred recommended 
that the Board appoint a committee “representing all interests 
involved” to study the problem. 

The Board, in accordance with over-all federal civil defense 
planning, approved the utilization of space at the Culver Mil- 
tary Academy, which is 108 miles southeast of Chicago, as 4 
rendezvous in case of a national emergency. The trustees of 
Culver offered the use of Culver Inn, its auxiliary buildings. 
and Inn Annex as A.M.A. headquarters. These quarters would 
serve the Board of Trustees, key A.M.A. councils, and neces: 
sary A.M.A. staff personnel. The total facilities will take care 
of 68 persons. Storage space for necessary A.M.A. files, includ- 
ing punch cards listing physicians available for medical service, 
is immediately available. The Board also authorized prepa 
ration of suitable maps showing the route to Culver by hig! 
ways, railroads, and air from Chicago, New York, and other 
principal cities. 

The Board appointed Dr. Wingate M. Johnson, Winston 
Salem, N. C., to membership on the advisory committee (0 
the State Journal Advertising Bureau. He will succeed Dr. 
Stanley B. Weld, whose term will expire in December, 1954, 
and who is ineligible for reelection. The Board also appointed 
to the same committee Dr. R. G. Mayer, Aberdeen, S. D., 0 
fill the unexpired term of Dr. Bruce Underwood, who hés 
resigned. 
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\IAMI CLINICAL MEETING 


The Miami Clinical Meeting will be held in Dinner Key Audi- 
torium, where physicians will find ample accommodations. 
There is a large parking area for those who expect to drive 
their own cars, and bus and taxi service will also be available. 
Inside the auditorium is an excellent restaurant, as well as a 
snack bar, which will take care of all food necessities. The visit- 
ing physician who comes in the morning can stay all day, be- 
cause the program is so arranged that there is something to do, 
to see, and to hear every minute from early morning until late 
afternoon. The meeting opens at 8:30 Monday morning, Nov. 
29, with exhibits and motion pictures. The opening general 
session will be at 10:25 a. m. 

The lecture program includes subjects of broad interest in 
the fields of medicine, surgery, pediatrics, neuropsychiatry, 
obstetrics, and gynecology. Outstanding authorities from all over 
the country will be there to present their talks and to answer 
questions, and there will be a dozen symposiums and panels. 
Many of the practical everyday problems of the physician will 
be covered. 

The Scientific Exhibit will include 80 exhibits and will be 
open all day long each day. Demonstrators will be on duty con- 
tinuously so that the visiting physician may ask questions and 
discuss his problems. Special features will include the fracture 
exhibit, where demonstrations will be conducted by leading sur- 
geons of the country. The exhibit committee on fractures 
announces that facilities will be available for conferences with 
individual physicians who have fracture problems, and such phy- 
sicians are requested to bring roentgenograms for cases they 
wish to discuss. Another feature will be manikin demonstrations 
on problems of delivery. Leading obstetricians of the country 
will be on duty to answer questions and confer with physicians 
who have particular problems on this subject. 

Motion pictures will be shown continuously on subjects that 
will interest the physician in general practice, and many of the 
authors will be present to discuss their films. The motion pic- 
ture program is gaining more and more interest at the A. M. A. 
meetings. A special feature will be a film program on Tuesday 
night at the McAllister Hotel, where there will be, among other 
films, a premiére showing of two outstanding films, entitled 
‘Lung Cancer: The Problem of Early Diagnosis,” sponsored by 
the American Cancer Society, and “Differential Diagnosis of 
the Arthritides (Rheumatoid, Osteo, and Gouty)” by Dr. Wil- 
liam B. Rawls, New York. The authors will introduce their 
films, and a question and answer period will follow each 
presentation. 

Color television has become an important part of all Ameri- 
can Medical Association meetings and will again be shown in 
Miami. The programs will originate at the Jackson Memorial 
Hospital and will bring the operating room directly into the 
lecture hall. The visiting physician at Dinner Key Auditorium 
will be able to see more of the operation than he would if he 
were in the operating room. Physicians who cross the country 
for the Clinical Meeting in Miami will be well repaid for their 
efforts. 


MENTAL HEALTH CONFERENCE 

\ two-day mental health conference of state and county medi- 
cal society representatives drew an attendance of 75 leaders 
in the field. The meeting, held in A. M. A, headquarters in 
Chicago, was designed to bring about a closer working relation- 
ship between the psychiatrist and the general medical prac- 
titioner and other specialists. Thirty-five state medical asso- 
ciations were represented, most of them by chairmen of mental 
health committees. Dr. Leo H. Bartemeier, Detroit, chairman 
of the A. M. A. Committee on Mental Health, was chairman 
of the meeting. A variety of problems was discussed. Mental 
health programs as carried on in three states—Virginia, Texas, 
and Connecticut—were outlined on the opening day. Other sub- 
jects included the advances made in mental health care, the part 
psychiatric associations can play locally in cooperating with 
State and county societies, the neuropsychiatric program of the 
Veterans Administration, and how the Woman’s Auxiliary to 
the A. M. A. can cooperate with local medical committees on 
mental health. The second day’s session included an address by 
Dr. Marvin A. Block, Buffalo, N. Y., chairman of the A. M. A. 
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Subcommittee on Alcoholism, on the functions of his commit- 
tee at state and local levels. The conference rejected a proposal 
to make alcoholism a reportable disease. Recommendations were 
made for the establishment of committees on alcoholism in all 
medical societies, where feasible; inclusion of proper teaching 
on alcoholism in medical and other professional schools and post- 
graduate education on alcoholism in these fields; and coopera- 
tive and other medical and hospital insurance plans to accept 
and treat alcoholism as a disease, with hospital authorities being 
urged to accept persons for treatment as alcoholics. 


RURAL HEALTH PROGRAM 


The A. M. A. Council on Rural Health and its advisory com- 
mittee, made up of representatives from several national, agri- 
cultural, and educational organizations, held a three day meeting 
in Chicago recently and formulated the following three-point 
program on which the Council will concentrate during the next 
year. 1. More physician participation with lay groups. Persons 
in rural areas are asking for and welcoming assistance and 
advice. 2. More cooperation with country newspapers and farm 
journals, in supplying health information. 3. Bringing persons in 
rural areas closer together by suggesting that county medical 
societies invite county extension agents and farm leaders to 
appear on their programs and that rural organizations invite 
physicians to speak to them. Plans for the forthcoming 10th 
National Conference on Rural Health were formulated. This 
annual conference is to be held at the Schroeder Hotel, Mil- 
waukee, Wis., Feb. 24-26, 1955. As in previous years, the Thurs- 
day morning session preceding the formal opening of the con- 
ference will be for physicians. This meeting will be devoted 
to problems confronting physicians who are members of state 
rural health committees or committees handling rural health 
programs. The formal sessions of this conference will begin 
Thursday afternoon and continue through the Saturday luncheon 
session, 


RESPONSE TO A. M. A. FILMS 

The American Medical Association has produced three differ- 
ent films and sponsored the television showing of a fourth 
during the last three years at a total cost of $159,577.18. 
Public Relations Director Leo Brown has submitted a break- 
down on the costs and the response received. The film “Your 
Doctor,” which was revised several times and finally adapted 
for television, cost $104,267.80 and was seen by an estimated 
total audience of 18,620,526. 

The film “Operation Herbert” cost $20,184.38, and the esti- 
mated club and television audience seeing this film during the 
past year was 6,669,751. 

The film “A Citizen Participates” was produced by Young 
America Films for showing in schools, but the A. M. A. bought 
the television rights and 25 prints for $5,125. The estimated 
television audience that has since seen this film is 3,249,000, 
“A Life to Save,” a film built around quackery in medicine, is 
new. This 27-minute color film cost the A. M. A. $30,000, and it 
is estimated that it will be shown by more than 100 television 
stations and will reach an audience of 6 million persons in the 
next 12 months. 


CHANGES IN A.M.A. LAW DEPARTMENT 

At a recent meeting in Chicago, the Board of Trustees 
initiated several changes relative to the operation of the A.M.A. 
Law Department, now headed by C. Joseph Stetler. Effective 
immediately, the department will service the Committee on 
Legislation, the Judicial Council, the Council on Constitution 
and Bylaws, and the Committee on Medicolegal Problems. 
John M. Martin Jr. is designated Executive Secretary of the 
Committee on Legislation; E. J. Holman, Executive Secretary 
of the Judicial Council; and George Hall, Executive Secre- 
tary of the Council on Constitution and Bylaws. For the 
present, Mr. Stetler will serve in the capacity of Executive 
Secretary of the Committee on Medicolegal Problems. The 
authority and responsibilities of these councils and committees 
have not been changed. All legal matters that formerly were 
handied by other departments in the headquarters will be 
referred to the Law Department. 





ARIZONA 


Crippied Children’s Program.—Contributions totaling more 
than $93,000 were given to the crippled children’s program 
during the recent fund-raising campaign of the Arizona Society 
for Crippled Children and Adults, exceeding by $17,000 the 
highest previous collection. Funds contributed will be used to 
finance the activities of the organization, including the Samuel 
Gompers Memorial Clinic in Phoenix, Homecrafters adult re- 
habilitation in Tucson, a special speech program in Yuma, the 
statewide itinerant clinic program of diagnosis and therapy, and 
county programs of individual assistance to handicapped per- 
sons. Five-week clinics are to be held in Yavapai, Gila, Yuma, 
Cochise, and Graham counties. Daily physical, speech, and 
occupational therapy for handicapped children will be pro- 
vided in addition to training of parents in techniques of handling 
crippled children, especially those with cerebral palsy. An 
itinerant clinic program will be carried out in Mohave, Coco- 
nino, Navajo, Apache, Greenlee, Pima, and Pinal counties. 
The dates for these clinics have not been set. 


CALIFORNIA 


Gold-Headed Canes Awarded.—The gold-headed cane, tradi- 
tional symbol of “qualities most representative of the true phy- 
sician” among medical students being graduated from the 
University of California School of Medicine, San Francisco, 
was awarded this year to Mervyn F. Burke of Berkeley. The 
award was made at pregraduation ceremonies by Dr. William 
J. Kerr, emeritus professor of medicine, who then gave to Dr. 
Arthur L. Bloomfield, professor of medicine, Stanford Univer- 
sity School of Medicine, a gold-headed cane that he himself 
received a year before. This cane is passed on each year to the 
speaker chosen, for outstanding physicianship, to address ,the 
senior class at its pregraduation ceremonies. 


Course on Industrial Medicine.—For physicians of southern 
California, industrial nurses, industrial hygienists, attorneys, 
claim adjusters, and persons interested in industry, the Univer- 
sity of California Extension will inaugurate a course, “The 
Application of the Principles of Industrial Medicine to Private 
Practice,” at the University Extension Center, 813 S. Hill St., 
Los Angeles, where a fall session will meet from 7:30 to 9:30 
p. m. on Wednesdays, Oct. 13 through Dec. 8, 1954, and a spring 
session from Feb. 2 to March 23, 1955. Requests for information 
should be made to Dr. Thomas H. Sternberg, Division of Post- 
graduate Medical Education, University of California Medical 
Center, Los Angeles 24, or by telephone to ARizona 74201 or 
BRadshaw 26192. Fee for the entire course (fall or spring) 
is $40. 


DISTRICT OF COLUMBIA 


Dr. Gant Honored.—Mr. H. Percy Wilkins, director of the 
lunar section of the British Astronomical Association, recently 
announced, “The Lunar crater Archimedes-A will henceforth 
be known as Lunar Crater Gant, in honor of Dr. James Q. Gant 
Jr., of Washington, D. C., in recognition for his observations of 
lunar surface details over many years.” Dr. Gant, long avocation- 
ally interested in astronomy, has his own observatory in which 
he has been carrying on research in observation of the moon 
since 1920. 





Appoint Professor of Physical Medicine.—Dr. Charles D. Shields 
has been appointed professor and chairman of the department 
of physical medicine and rehabilitation at Georgetown Univer- 
sity School of Medicine in Washington, D. C. Dr. Shields’ serv- 
ice in the U. S. Army took him to the North African theater 
and to Italy, where he was chief of hospitals and medical care 
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section of the Allied Control Commission. He was later named 
chief public health officer for Bavaria. He served as commis. 
sioner of health in Buffalo and as an officer in the New York 
State Department of Health, and practiced medicine in Buffalo 
in 1940-1941, returning to the military service in 1947, 


FLORIDA 


General Practitioners Meet in Orlando.—The fifth annual scien. 
tific assembly of the Florida Academy of General Practice wil 
convene at the San Juan Hotel in Orlando Oct. 17 and 18. At 
1 p. m. Sunday, welcoming addresses will be made by Dr. 
Leonard L. Weil, Miami Beach, president of the academy, and 
Dr. Duncan T. McEwan, Orlando, president of the Florida 
Medical Association. The program is open to all physicians of 
the state. There is no registration fee. The Orange County 
chapter of the academy is sponsoring the meeting, a feature of 
which will be the banquet at 8 p. m. Sunday. Among the guest 
speakers are Dr. George T. Harrell Jr., dean and professor of 
medicine, University of Florida School of Medicine, Gaines- 
ville, and Dr. Robert T. Spicer, former dean, University of Miami 
School of Medicine, Coral Gables. Out-of-town speakers include: 

John E. Peterson, Los Angeles: Problems in Diagnosis of Thyroid Dis- 

ease. Medical Emergencies. 
Francis H. Cole, Memphis, Tenn.: Pitfalls in Diagnosis of Lung Diseases 
Joseph B. Miller, Mobile, Ala.: Use of Aerosols in Respiratory Diseases 


Robert P. Walton, Charleston, S. C.: Recent Views of Drugs Used in 
Heart Dysfunction. 


GEORGIA 

Society’s Sesquicentennial Celebration.—The Georgia Medical 
Society, Chatham County, Georgia, is celebrating its 150th 
anniversary this year. Dr. Louis M. Freedman, Savannah, presi- 
dent of the Georgia Medical Society, has announced that there 
will be two days of festivities, Oct. 12 and 13, in Savannah. On 
Tuesday night, Dr. Richard W. TeLinde, professor of gynecol- 
ogy, Johns Hopkins University School of Medicine, Baltimore, 
will lecture on carcinoma of the cervix. On Wednesday night the 
society and its guests will close the celebration with a banquet 
and dance. 


ILLINOIS 


Meeting on Cardiology.—The Memorial Hospital of DuPage 
County in cooperation with the Chicago Heart Association will 
present the following program at 11 a. m., Oct. 19, at the 
hospital, 189 Avon, Elmhurst (phone: Terrace 2-6800): “Heart 
Disease in the School Age Child” by Dr. Carl J. Marienfeld, 
clinical assistant professor of pediatrics, University of Illinois 
College of Medicine, Chicago, and associate attending pediatri- 
cian, Cook County Children’s Heart Station, and “Rheumatic 
Fever and Public Health” by Dr. Arthur E. Rikli, consultant 
on chronic disease, Regional Office, U. S. Public Health Service, 
with discussion by Drs. Edwin F. Neckermann and Ernest S. 
Watson, both of Elmhurst, and with audience participation. All 
physicians are welcome. 


Chicago 

Blatt Memorial Lecture.—The pediatric staff of the Cook 
County Hospital announces that the sixth annual Morris Lamm 
Blatt Memorial Fund lecture will be given Oct. 18, 8:30 p. m., 
in the medical amphitheatre of the Cook County Hospital. 
Otto Glasser, Ph.D., chairman of the department of biophysics 
of the Cleveland Clinic, will discuss “Medical Physics and the 
Neo-Atomic Age.” 


Women of Rotary Plan Fund-Raising Party—The Women of 
the Rotary Club of Chicago will hold their annual fund-raising 
dessert bridge party at the Lake Shore Club of Chicago, Oct. 20. 
The funds raised at this annual party go to groups including the 
Illinois Surgical Institute for crippled children; Veterans Ad- 
ministration Hospital, Hines, Ill.; Salvation Army summer camp 
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for underprivileged children; and the blind. Gifts of cash or 
articles of merchandise for prizes will be welcomed. Checks, 
avable to the Women of the Rotary Club of Chicago, and 
icles of merchandise should be sent to the Women of the 
Rotary Club of Chicago in care of Mrs. H. R. Park, 9837 S. 
Damen Ave., Chicago 43. 









JOWA 
Meeting on Tuberculosis.—The lowa Trudeau Society will hold 
its fall meeting at the Broadlawns Hospital, Des Moines, Oct. 17, 
\0 a.m. to 4 p. m. Dr. Daniel F. Crowley Jr., lowa City, will 
preside over the morning session, which will include presentation 
of “Psittacosis in lowa” by Dr. Kenneth R. Kingsbury, Ottumwa; 
“Diagnosis of Genitourinary Tuberculosis” and “Treatment of 
Genitourinary Tuberculosis” by Dr. John K. Lattimer, New 
York; and discussion by Dr. Rubin H. Flocks, lowa City. The 
afternoon session will consist of the following program, over 
which Dr. Paul M. Seebohm, lowa City, will preside: 
Diagnosis and Current Treatment of Osseous Tuberculosis, Edward T. 
Evans, Minneapolis (discussion, Donald W. Blair, Des Moines). 
Modern Practical Methods of Diagnosis and Treatment of Pulmonary 
Emphysema, Frank E. Martin, Minneapolis (discussion, Harold Mar- 
gulies, Des Moines). 
Problem of Pericarditis, David C. Funk, Iowa City. 
The education committee of the Iowa Academy of General 
Practice will allow three hours’ formal postgraduate credit for 
attendance at these sessions. 





















KANSAS 

Fluoridation of Water Supplies.—Seven more Kansas cities have 
ordered or are planning to order fluoridation equipment for 
municipal water supplies, according to Willard R. Bellinger, 
D.D.S., director of the division of dental hygiene, state health 
department. These cities include: Chanute, Fredonia, Greens- 
burg, Manhattan, Newton, Osawatomie, and Pittsburg. Dr. 
Billinger reports that 16 cities in Kansas have made the necessary 
fluoride adjustment in their water supplies, giving this protection 
against dental decay to the children in towns having a combined 
population of 143,000. Another 41 cities have adequate natural 
fluorine in their water supplies to make additions unnecessary. 

















LOUISIANA 

Society News.—The Louisiana Association of Pathologists re- 
cently elected the following officers: Dr. Lawrence L. Swan, 
New Orleans, president; Dr. Ambrose J. Hertzog, New Orleans, 
vice-president; and Dr. William H. Harris Jr., New Orleans, 
secretary-treasurer.——Officers of the New Orleans Graduate 
Medical Assembly include Dr. Woodard D. Beacham, president; 
Dr. Donovan C. Browne, president-elect; Dr. Charles L. Brown, 
first vice-president; Dr. James D. Rives, second vice-president; 
Dr. Willoughby E. Kittredge, third vice-president; Dr. Maurice 
E, St. Martin, secretary; and Dr. Jules Myron Davidson, 
treasurer, The 18th annual meeting will be held at the Municipal 
Auditorium, March 7 to 10, 1955, 











MASSACHUSETTS 

Seminar in Pediatric Neurology and Psychiatry—The 20th 
postgraduate seminar in pediatric neurology and psychiatry will 
be held at the Walter Fernald State School in Waltham on 
Wednesdays from 7 to 9 p. m. The following topics will be 
presented: 

Oct. 13, General Introduction in Child Neuropsychiatry: Organic Brain 
Syndromes, Psychoses and Neuroses, Clemens E. Benda, Boston; 
Samuel Kaplan, Boston; and Miss C. E. Chipman, Waverly. 

Oct. 20, Psychotherapy with Children, George E. Gardner, Boston. 

Oct. 27, Epilepsy, Douglas Davidson, Boston; Maurice W. Laufer, River- 
side, R. I.; and Felix P. Heald, Boston. 

Nov. 3, Interpersonal Relationships in Mental Disorders, Erich Linde- 
mann, Boston. 

Nov. 10, Cerebral Palsies, Clemens E. Benda and Heinrich G. Brugsch, 
Boston. 

Nov. 17, Psychosomatic Disorders, Dane G. Prugh, Boston. 

Nov. 24, Developmental Disorders, Paul I. Yakovlev, Boston. 

Dec, 1, Psychoneuroses in Children, Lucie Jessner, Boston. 

















Personal.—Dr. John F. Conlin, Boston, director of medical in- 
formation and education for the Massachusetts Medical Society 
since July, 1947, has been appointed medical director of the 
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hospital department of the city of Boston and superintendent of 
Boston City Hospital, a post recently created as part of the 
reorganization of Boston’s hospital department. The post in- 
cludes administrative direction of the Long Island Hospital and 
the Boston Sanatorium. Dr. Conlin, a member of the A. M. A. 
Advisory Committee on Public Relations, is president of the 
Massachusetts Health Conference, Inc., and of the Massachusetts 
Society for Medical Research. Dr. James H. Means, formerly 
chief of medical service at the Massachusetts General Hospital 
and Jackson professor of medicine at Harvard Medical School, 
Boston, has been appointed acting medical director at the Massa- 
chusetts Institute of Technology, Cambridge, where he has been 
consulting physician on the medical staff since his retirement 
from the Massachusetts General Hospital in 1951. He will be 
in charge of all medical services at the institute until the appoint- 
ment of a permanent director to succeed Dr. Dana L. Farns- 
worth, recently appointed Henry K. Oliver professor of hygiene 
at Harvard University (THE JOURNAL, Aug. 28, 1954, page 1586). 





MICHIGAN 

Hans Selye to Talk in Windsor.—Michigan physicians are in- 
vited to the Essex County Medical Society meeting at 6 p. m., 
Oct. 13, in the Prince Edward Hotel, Windsor, Canada. There 
will be a subscription dinner at 7 o’clock. Dr. Hans Selye, pro- 
fessor and director of the Institute of Experimental Medicine and 
Surgery, University of Montreal, will discuss “Recent Advances 
in the Study of Stress.” Tickets are available through the Essex 
County Medical Society; call Mr. Boyle, CLearwater 2-1115, 
or Dr. Anthony T. Wachna, CLearwater 3-9393. 


Cancer Conference.—The sixth Michigan Cancer Conference 
will be held at Kellogg Center for Continuing Education, 
Michigan State College, East Lansing, Oct. 14, under the 
sponsorship of the Michigan Cancer Coordinating Committee; 
Michigan division, American Cancer Society; and Southeastern 
Michigan division, American Cancer Society. A discussion of 
“Breast Cancer” and demonstration will be followed by “Cancer 
of the Lung” by Dr. Richard H. Meade Jr., Grand Rapids; 
“Cancer in Children,” Dr. Clifford D. Benson, Detroit; and 
“Report on Recent Research in Cancer,” Dr. Harry M. Nelson, 
Detroit. Dr. Frederick A. Coller, Ann Arbor, will preside at the 
luncheon session, 12:15 p. m., and will serve as moderator for 
the question and answer period following presentation of “Aims 
and Purposes of the Michigan Cancer Coordinating Committee” 
by Dr. C. Allen Payne, Grand Rapids, chairman. 


MINNESOTA 

Society News.—Dr. Howard M. Payne, professor of medicine, 
Howard University College of Medicine, Washington, D. C.., will 
speak at the Oct. 14 meeting of the St. Louis County Medical 
Society in the Coates Hotel at Virginia. Dr. Payne, who is a 
member of the board of directors of the National Tuberculosis 
Association and has served as a director of the District of 
Columbia Tuberculosis Association, will present “Diagnosis 
and Therapy of Chronic Pulmonary Disease.” 


MISSOURI 

Personal.—Dr. Norman Tobias, St. Louis, gave a lecture entitled 
“Modern Approach to Dermatological Problems,” July 19, be- 
fore the Turkish Dermatological Association in Istanbul, Turkey. 


Cancer Conference.—The first annual Southeast Missouri Can- 
cer Conference was held on Sept. 30 at the Southeast Missouri 
State College in Cape Girardeau under the sponsorship of the 
Missouri division of the American Cancer Society, the 10th 
councilor district of the Missouri State Medical Association, the 
American Academy of General Practice, and the Cape Girardeau 
County Medical Society. At the evening clinic session, problem 
cases in cancer diagnosis and therapy from the files of the South- 
east Missouri Tumor Clinic were presented, with discussion by 
guest speakers, who included Dr. Irving M. Ariel, New York; 
Dr. Oliver H. Beahrs, Rochester, Minn.; Dr. Axel N. Arneson, 
St. Louis; Dr. Juan A. del Regato, Colorado Springs, Colo.; and 
Dr. Richard E. Johnson, Columbia. 
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NEW YORK 


Another Centenarian.—Dr. Frederick B. Streeter, Glens Falls, 
oldest living alumnus of Union College and oldest living mem- 
ber of Kappa Alpha fraternity, observed his 100th birthday in 
June. The eldest son of Dr. Buell G. Streeter, who was medical 
director of the Army of the Shenandoah during the Civil War, 
Dr. Streeter began practice in Glens Falls after graduation from 
Albany Medical College in 1879. During his 70 years of prac- 
tice, Dr. Streeter has been health officer of the village of Glens 
Falls and the town of Queensbury; Warren County coroner; and 
a member of the medical staff at Glens Falls Hospital. 


General Practitioners’ Meeting.—The annual scientific assembly 
and congress of the New York State Academy of General 
Practice will be held in Syracuse, Oct. 11 to 13, under the 
presidency of Dr. William G. Richtmyer, Albany. At 9:30 a. m. 
Monday Dr. Raphael Isaacs, Chicago, will discuss “Recent Ad- 
vances in Anemias.” Monday afternoon will be devoted to a 
symposium on diabetes (aspects in children, pregnancy, and 
surgery) by Drs. Elliott P. Joslin, Howard F. Root, and Priscilla 
White, Boston, followed by panel discussion by these participants 
and Drs. Paul A. Bunn and Maynard E. Holmes, Syracuse. The 
Joslin group will present a public forum on diabetes at 8 p. m. 
Dr. Arnold P. Friedman, New York, and his group will conduct 
a symposium on headaches Tuesday at 9 a. m., after which 
“Recent Advances in Epilepsy and Parkinson’s Diseases” will be 
presented by Dr. Sherman F. Gilpin Jr., Philadelphia. Tuesday, 
2 p. m., Dr. Eugene C. Eppinger, Boston, will consider “Prob- 
lems of Heart Diseases for the General Practitioner”; Dr. Walter 
F. Bugden, Syracuse, “Chest Diseases—Diagnosis and Practical 
Points”; and Dr. J. Englebert Dunphy, Boston, “Acute Ab- 
domen—Differential Diagnosis; Bedside Practical Points.” The 
foregoing physicians and Drs. John G. F. Hiss and Albert G. 
Swift, Syracuse, will end the Tuesday session with a panel dis- 
cussion. Wednesday at 10:30 a. m. a symposium on cancer will 
be held, and at 2 p. m. Dr. Robert B. Greenblatt, Augusta, Ga., 
will present “Recent Advances in Gynecology: Practical Office 
Diagnosis and Treatment.” After discussion of “Recent Ad- 
vances in Urology: Urology in General Practice” by Dr. Oswald 
S. Lowsley, New York, the speakers of the day will hold a panel 
discussion, 


New York City 

Pharmacy Bicentennial Conference.—*Pharmacy and the Con- 
quest of Disease” will be the theme of the conference organized 
by the Columbia University College of Pharmacy in honor of 
the bicentennial of the university and the 125th anniversary of 
the college of pharmacy. The conference will be held Oct. 14 
and 15 in the McMillin Academic Theater at the university. 
The program will open at 10 a. m. Thursday with presentation 
of “Chemotherapy in Infectious Diseases” by Henry Welch, 
Ph.D., Washington, D. C., director, division of antibiotics, U. S. 
Department of Health, Education, and Welfare, after which Dr. 
Cornelius P. Rhoads, director, the Sloan-Kettering Institute for 
Cancer Research, will discuss “Pharmacy’s Challenge in the 
Problem of Cancer” and Dr. William H. Sebrell Jr., Bethesda, 
Md., director, National Institutes of Health, U. S. Public Health 
Services, will consider “The Role of Drugs in Nutrition.” Dr. 
Nathan S. Kline, Rockland, will open the Thursday afternoon 
session with “The Pharmaceutical Approach to Mental Dis- 
eases.” 


Annual Graduate Fortnight—The New York Academy of 
Medicine (2 E. 103 St., New York 29) will hold its 27th annual 
Graduate Fortnight Oct. 18 to 29. Infections and their manage- 
ment will be considered in 20 evening lectures, six morning 
panel meetings, 10 hospital clinics, and a scientific exhibit. Fees 
for nonfellows of the academy are $10 for the entire program 
or $6 for either first or second week. Program and registration 
card may be obtained from Dr. Robert L. Craig, executive 
secretary, Committee on Medical Education. On Oct. 18 the 
opening address, 8:30 p. m., by Dr. Alexander T. Martin, presi- 
dent of the academy, will be followed by the Ludwig Kast lecture, 
“A Metabolic Approach to the Pathogenesis of Tuberculosis,” by 
Rene J. Dubos, Ph.D., Rockefeller Institute for Medical Re- 
search. Dr. J. Burns Amberson, Columbia University College of 
Physicians and Surgeons, New York, will deliver the Harlow 
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Brooks lecture, “Current Methods in the Treatment of Tuber. 
culosis.” On Oct. 19 Dr. Paul R. Cannon, University of ¢ hicago 
School of Medicine, will deliver the Wesley M. Carpenter lec. 
ture, “Alterations in Pathology in Infections Since the Intro. 
duction of Chemotherapy and Antibiotics,” and Dr. Yale Knee. 
land Jr., Columbia University College of Physicians ang Sur- 
geons, will have as his topic “Acute Nonpurulent Meningitis» 


NORTH CAROLINA 


Personal.—Dr. Warfield Garson has been appointed chief 
venereal disease control section, state board of health, Raleigh 
He replaces Dr. Willie G. Simpson, who currently jis public 
health service regional consultant in the Dallas, Texas, Office 
Dr. Garson came to the state board of health on completion 
of a year’s activity at the Johns Hopkins Hospital, where he 
worked in chronic disease and venereal disease studies, 





Meeting of Chest Physicians.—Dr. Francis M. Woods, Brook. 
line, Mass., will be guest speaker at the fifth annual meeting of 
the American College of Chest Physicians, North Caroling 
chapter, in the Robert E. Lee Hotel, Winston-Salem, Oct. 16. 
At 8 p. m. he will have as his topic “Varied X-Ray Manifestations 
of Bronchogenic Carcinoma.” The afternoon session will begin 
at 1:30 p. m. A clinical pathological conference by the medical 
and chirurgical service, Veterans Administration Hospital, Oteen, 
will follow presentation of “Recent Trends in the Surgery of 
Tuberculosis” by Dr. James D. Murphy, chief of the surgical 
service at the hospital. Drs. James T. Marr and Kenneth V. 
Tyner, Winston-Salem; Dr. Charles D. Thomas, Black Moun- 
tain; and Dr. Norman L. Anderson, Asheville, will participate 
in an x-ray conference. Members and guests are urged to bring 
chest roentgenograms illustrative of the subjects to be presented 
or any other chest films presenting diagnostic problems. 


OHIO 


Society News.—On Oct. 5 the Academy of Medicine of Cincin- 
nati presented a symposium on complications of pregnancy in 
which Dr. Albert A. Brust, associate professor of medicine, 
Emory University School of Medicine, Emory University, Ga., 
discussed medical complications and Dr. Robert A. Garrett, 
chairman, department of genitourinary surgery, Indiana Univer- 
sity Medical Center, Indianapolis, urological complications. The 
moderator was Dr. Richard D. Bryant, associate professor of 
obstetrics, University of Cincinnati College of Medicine, Cin- 
cinnati. 


OREGON 


Personal.—Dr. Charles Bradley, associate professor of psy- 
chiatry and pediatrics, University of Oregon Medical School, 
Portland, was recently named a member of the scientific research 
adviscry board of the National Association for Retarded 
Children. 


State Medical Meeting in Portland.—The 80th annual session 
of the Oregon State Medical Society, with the Sommer memorial 
lectures and the Oregon Academy of General Practice lectures, 
will be held at the Masonic Temple, Portland, Oct. 13 to 16, 
under the presidency of Dr. J. Milton Murphy, Portland 
Sommer lecturers and their subjects are: 

Clifford J. Barborka, Chicago: Modern Concepts in Peptic Ulcer Prob- 
lems. Management of Poorly Functioning Gallbladder. Present Status 
of Nutritional Deficiency States. 

John Higginson, Johannesburg, South Africa: Three topics to be an- 
nounced. 

Clarence J. Berne, Los Angeles: Review of Present Status of Adrenal 
Surgery. Diagnosis and Management of Acute Intestinal Obstruction 
Physiological Aspects of Surgical Procedures for Control of Duodenal 
Ulcer. 

Edward L. Compere, Chicago: Diagnosis and Treatment of Primary 
Bone Tumors. Neck, Shoulder and Arm Syndrome. Etiology, Diag- 
nosis and Treatment of Osteoarthritis of the Hip: Indoprosthesis 
Arthroplasty. 

Dr. Edward G. Billings, Denver, will deliver the Oregon Acad- 
emy of General Practice lectures: “Capriciousness of Epilepsy, 
“Cause of Personality Disorders in the Menopause,” and 
“Anxiety and Thyrotoxicosis,” and with the Sommer lecturers 
will participate in a panel discussion at 4 p. m. Friday. Dr. 
Paul L. Wermer, Secretary, A. M. A. Committee on Research, 
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will address the house of delegates, Oct. 13, 8:30 a. m. Dr. Lewis 
A. Alesen, Los Angeles, past president, California Medical Asso- 
ciation, will be the banquet speaker Friday evening, when he 
will have as his topic “A Constructive Economic Platform for 
4. M. A.” Dr. Francis T. Hodges, San Francisco, past president, 
California Academy of General Practice, has been chosen as 
speaker for the annual dinner of the Oregon Academy of 
General Practice. Saturday has been designated recreation day: 
the Oregon medical golf tournament has been scheduled for the 
morning, and the Oregon-Southern California football game will 
take place in the afternoon. The woman’s auxiliary is holding its 
meetings concurrently. 


PENNSYLVANIA 

Pathologists Meet in Philadelphia.—A joint meeting of the 
Pennsylvania Association of Clinical Pathologists and Middle 
Fastern Region, College of American Pathologists, will be held 
at the College of Physicians, 19 S. 22nd St., Philadelphia, Oct. 
16. The following program will be presented at 9:30 a. m.: 
Cytologic Examinations in the Clinical Laboratory, A. Reynolds Crane. 

Philadelphia. 


Splenectomy in the Hemolytic Anemias, Lawrence H. Beizer, Phila- 


I 
delphia 


Uses and Misuses of Medical Statistics, E. Douglass Burdick, Ph.D.. 
Philadelphia. 
4 Clinical Pathological Survey of 5,000 Cancers, Elwyn L. Heller, Pitts- 
bureh, and James H. Householder, Braddock. 
At 2 p. m. there will be a panel on forensic pathology in which 
“Paternity Tests” will be discussed by Dr. Neva I. Abelson. 
Philadelphia; “The Medical Legal Significance of Clinical Tests 
for Intoxication” by Rolla N. Harger, Ph.D., Indianapolis; and 
“The Medical Examiner System” by Dr. Russell S. Fisher, Balti- 
more. There will be a dinner at the Hotel Barclay at 6 p. m. 





Lectures on Psychosomatic Medicine.—Lectures on psycho- 

somatic medicine for the general medical profession wiil be 

given Thursdays at 4 p. m. under the auspices of the Phila- 

delphia Institute for Education and Research in Psychiatry at 

the Philadelphia Psychiatric Hospital: 

Oct. 14, Stress in Relation to Psychosomatic Medicine, Hans Selye. 
Montreal, Canada. 

Oct. 28, Life Situations, Emotions, and Disease, Harold G. Wolff, 
New York. 

Nov. 11, Psychosomatic Aspects of Obstetrics and Gynecology, William 
S. Kroger, Chicago. 

Dec. 9, Emotional Factors in Physical Disability, Howard A. Rusk. 
New York. 

Jan. 13, 1955, How Should the Nonpsychiatrist Handle the Psychiatric 
Problems in His Patients, Robert P. Knight, New Haven, Conn. 

Feb. 17, The Essence of Psychotherapy, Maurice Levine, Cincinnati 

March 17, Psychiatric Problems in a General Hospital, Grete L. Bibring 


Boston 
April 14, An Editor Looks at Psychosomatic Research, Carl A. Binger. 


New York. 
The allied professions, friends, and guests are cordially invited. 
Information may be had from the Philadelphia Institute for 
Education and Research in Psychiatry, Ford Road and Monv- 
ment Avenue, Philadelphia 31. 


Philadelphia 

University News.—On completion of his internship at Temple 
University Hospital, Dr. Thomas H. Hindle III was appointed 
assistant dean of his alma mater, Temple University School of 
Medicine. Dr. John Dempsher, associate in biophysics, Johns 
Hopkins University School of Medicine, Baltimore, has been 
appointed assistant professor of pharmacology, University of 
Pennsylvania School of Medicine. 





Annual Pemberton Lecture——The fourth annual Dr. Ralph 
Pemberton memorial lecture will be given at 2 p. m., Oct. 14, 
at 301 §. 21st. St. under the sponsorship of the Philadelphia 
Rheumatism Society and the Eastern Pennsylvania chapter, 
Arthritis and Rheumatism Foundation. Dr. Philip R. Trommer 
will serve as moderator for the symposium on low back pain 
and the panel discussion, in which Drs. Oscar V. Batson, Henry 
S. Wieder, Morris A. Bowie, Joseph L. Hollander, and Harry E. 
Banghart will also participate. Dinner at the Philadelphia 
County Medical Society, 6:30 p. m., is open to the medical 
profession (subscription: $6). The public is invited to a meeting 
about “Metabolic Bone Disorders and Their Pathologic Physi- 
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ology and Relation to Rheumatic Disorders,” which will be held 
at 9 p. m., with Dr. Edward C. Reifenstein Jr., director of bio- 
logic and therapeutic research, Schering Corporation, Bloom- 
field, N. J., as principal speaker. 


Pittsburgh 

Society News.—At the recent meeting of the Pittsburgh Roent- 
gen Society the following officers were elected: Dr. Peter M. 
Feltwell Jr., president; Dr. Karl J. Myers, vice-president; Dr. 
Donald H. Rice, secretary; and Dr. Newton Hornick, treasurer. 


Foundation Grant for Library Facilities—The University of 
Pittsburgh has received a $500,000 grant from the Maurice and 
Laura Falk Foundation, Pittsburgh, for library facilities in the 
new building for the schools of the health professions. The recent 
gift is in addition to a previous grant of $300,000 provided fo 
a medical school library in 1949 by the foundation. The new 
15 million dollar structure, which will house the schools of 
nursing, dentistry, pharmacy, and medicine, will be located in 
the heart of the Pitt Medical Center. 


Personal.—Dr. Ralph R. Mellon has retired as director of the 
institute of pathology of Western Pennsylvania Hospital, which 
he joined in 1927.——Dr. C. Merle Bundy, chief of the bureau 
of preventive medicine, Pittsburgh Department of Public Health, 
has been appointed Pittsburgh Works physician for Jones & 
Laughlin Steel Corporation, to succeed Dr. Carl W. Gatter, who 
has been made assistant to Dr. Dolor J. Lauer, medical director 
for special health projects. Before coming to Pittsburgh, Dr. 
Bundy was director of the tuberculosis control division of the 
Indiana State Board of Health. 


RHODE ISLAND 
Cancer Conference.—The seventh annual Cancer Conference 
for Physicians will be given under the auspices of the Rhode 
Island Medical Society, Oct. 13, at the Veterans Administration 
Hospital, Davis Park, Providence. Dr. George W. Waterman, 
Providence, chairman, cancer committee, Rhode Island Medical 
Society, will preside over the following program, which will 
begin at 11 a. m.: 
Experimental Cancer Chemotherapy, Murray J. Shear. Ph.D., Bethesda, 
Md. 
Importance of the General Practitioner in Cancer Detection, Leonid S. 
Snegireff, Boston. 
Some Aspects of Malignant Lymphomas, Lloyd F. Craver, New York 
Cancer Detection, Emerson Day, New York 
Tobacco in the Etiology of Lung Cancer, Ernst L. Wynder, New York. 
Early Clinical Manifestations of Brain Tumors, Eldridge H. Campbell, 
Albany, N. Y. 
A motion picture at 12 noon will precede luncheon at the 


hospital. 


TENNESSEE 

Meeting on Cardiology.— The East Tennessee Heart Association 
has scheduled the presentation of “Progress Reports in Cardio- 
vascular Diseases” at the Farragut Hotel, Knoxville, Oct. 8 
and 9. Dr. George E. Burch, New Orleans, will discuss “Newer 
Concepts in Pathogenesis, Diagnosis, and Treatment of Con- 
gestive Heart Failure” and “Psychogenic Affections of the 
Heart”; Dr. Emil J. Freireich, Boston, “Blood Volume in Con- 
gestive Heart Failure” and “Cardiovascular Manifestations of 
Anemia, Polycythemia, and Other Hematologic Disorders”; Dr. 
C. Rollins Hanlon, St. Louis, “The Surgery of Congenital Heart 
Disease” and “The Surgery of Acquired Heart Disease”; Dr. 
Irvine H. Page, Cleveland, “Arteriosclerosis”; and Dr. Henry 
W. Scott Jr., Nashville, “Hypothermia in Cardiac Surgery.” 
There will be a panel discussion and a banquet. There is no 
registration fee. 


TEXAS 
Medical Library Dedicated.—The Jesse H. Jones medical library 
of the Texas Medical Center, Houston, was dedicated Sept. 9. 
This library, developed by the Houston Academy of Medicine, 
is housed in a large building that also contains an auditorium 
and special lounges for the health professions. The dedication 
address by Chauncey D. Leake, Ph.D., executive director, Uni- 
versity of Texas Medical Branch, Galveston, was entitled 
“Opportunities for a Community Health Library.” 
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Course in Industrial Medicine.—Dr. Valliant C. Baird will be 
the instructor in charge of a course in industrial medicine at 
the University of Texas Postgraduate School of Medicine, Hous- 
ton, Oct. 12 through Nov. 16. The following sessions have been 
scheduled: 


Oct. 12: 1. National Picture and Position of A. M. A. Council. 2. Pro- 
fessional Relationship of Industrial Medicine and the Private Practice 
of Medicine. 3. Industrial Medicine and Its Relationship to the Prac- 
tice of Medicine in the State of Texas. 

Oct. 19: 1. Industrial Medicine as Practiced in a Large Company 
Operation, 2, Industrial Medicine as Practiced in a Small Company 
Operation, 3. Industrial Medicine as Practiced by a Private Prac- 
titioner. 

Oct. 26: 1. Industrial Hygiene Aspects of an Industrial Medical Program. 
2. Cooperation of Public Health Agencies with Industrial Medical 
Programs. 3. Diagnosis and Detection of Occupational Illness. 

Nov. 2: 1. Medicolegal Aspects of Industrial Health Problems and 
Compensation Laws. 2. Aspects of Handling an Industrial Medical 
Problem as Viewed by the Insurance Carrier. 3. Medical Rehabili- 
tation Following Injury. 

Nov. 9: 1. Industrial Medicine—Its Mental Health Viewpoint: (a) alco- 
holism, (b) absenteeism, (c) testing. 2. Health Education—Health Pro- 
motion: (a) media, (5) evaluation. 3. Problems of a Special Nature 
as Experienced in an Industrial Medical Program; Aero Medicine. 

Nov. 16: The Specialties View Industrial Medicine: 1. Orthopedics and 
Surgery Play an Important Part. 2. The Internists in Private Prac- 
tice and Their Relationship to the Practice of Industrial Medicine. 
3. The Field of Psychiatry and How It Relates to Private Practice 
and Industrial Medicine. 

Further inquiry may be made by telephoning the University of 


Texas Postgraduate School of Medicine (LI-6986). 


UTAH 

Industrial Hygienists Sponsor Radio-TV Programs.—The Utah 
section of the Industrial Hygiene Association recently sponsored 
a series of 10 radio and television programs designed to acquaint 
the general public with industrial hygiene and occupational medi- 
cine. These programs, under the chairmanship of Dr. Preston J. 
Burnham, Salt Lake City, section director, appeared as part of 
the regular feature series, “You and Your Health,” which is under 
the direction of Mr. R. L. Servatius for the Utah Health Council. 
The series opened with presentations on the early history of 
industrial hygiene and occupational medicine and the history of 
occupational medicine and its application to the people of Utah. 
Other programs were devoted to topics such as home and farm 
hygiene, industrial nursing, and federal and state industrial 
hygiene programs. 


VERMONT 

Psychiatric Outpatient Clinic.—A psychiatric outpatient clinic, 
under the direction of Dr. John L. Smalldon, Brattleboro, insti- 
tuted Sept. 1, will be held each Wednesday from 2 to 5 p. m. Fees 
will be charged according to ability to pay. Referrals should be 
addressed to Milton S. Czatt, Ph.D., Executive Assistant, Brattle- 
boro Retreat, Brattleboro; telephone ALpine 4-2331. 


WISCONSIN 

Psychosomatic Forum.—The Milwaukee Psychosomatic Forum 
will present a panel symposium, “Physician-Patient Relation- 
ship,” Oct. 13, 7:30 p. m., at the Milwaukee Elks Club, with 
Dr. John S. Hirschboeck, dean, Marquette University School of 
Medicine, Milwaukee, as moderator and Drs. Merlyn C. F. 
Lindert, Carl W. Eberbach, Zachary Slomovitz, Samuel B. 
Black, and Roland A. Jefferson as panelists. All physicians are 
welcome. 


Orthopedic Field Clinics.——The Bureau for Handicapped Chil- 
dren, State Department of Public Instruction, has scheduled the 
following orthopedic field clinics for October: La Crosse, Oct. 
12 to 15; Racine, Oct. 20 and 21; and Sheboygan, Oct. 28 and 
29. The clinics are conducted for persons under 21 years of age 
who come within the state’s definition of a crippled child. It is 
preferred that referral be made by the family physician, but 
when this is not feasible arrangements may be made by writing 
to the bureau. Forms for the purpose of referral should be 
requested from the bureau in advance of the clinic date. Inquiries 
concerning these clinics may be addressed to the Bureau for 
Handicapped Children, 146 North, State Capitol, Madison 2. 
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Lectures in Psychiatry.—The medical staff of St. Joseph Hospital 
Milwaukee, offers a course of 10 weekly lectures entitled 
“Emotional Problems Encountered in Everyday Medica] Prac 
tice,” Wednesday evening from 8 to 9:30 p. m., beginning Oct, 13 
with Dr. Christopher J. Buscaglia, Wauwatosa, as chairman, 
Each session will consist of a one hour lecture followed by a 
30 minute question and answer period. One session wil] be de. 
voted to the demonstration of cases. The following Program will 
be presented: 
Oct. 13, Meaning and Diagnosis of a Psychoneurosis, John A. Stemper 
Oct. 20, Acute and Chronic Alcoholism and Addiction to Drugs, Paul J. 
Lawler. ; 
Oct. 27, Nature of Anxiety, Saul K. Pollack. 
Nov. 3, Depressions, John A. Stemper. 
Nov. 10, Psychosomatics, Samuel B. Black. 
Nov. 17, Physician-Patient Relationships Including Aspects of Long. 
Term Illness, Roland A. Jefferson. . 
Nov. 24, Demonstration of Cases to Be Conducted at Milwaukee County 
Hospital for Mental Diseases, Michael Kasak. ; 
Dec. 1, Panel Discussion, Francis J. Millen, Paul J. Lawler, and 
Christopher J. Buscaglia. 
Dec. 8, Primitive vs. Contemporary Ways of Finding Happiness, William 
H. Studley. 
Dec. 15, to be announced. 
Credit for the American Academy of General Practitioners will 
be arranged. The course is open to physicians of the state of 
Wisconsin. The registration fee is $20. For information write to 
Postgraduate Program, St. Joseph Hospital, Milwaukee. 


GENERAL 

Traveling Scholarships.—Letters of application for the A. Blaine 
Brower traveling scholarships, which are administered by the 
American College of Physicians, are due in the executive offices 
of the college, 4200 Pine St., Philadelphia 4, not later than 
Oct. 15. The two Brower scholarships, of about $400 each, are 
awarded to “deserving and promising young physicians, prefer- 
ably associates of the college, for attendance for a short period 
of time for observation and study at an outstanding institution 
of medical teaching, research or practice.” 


Physicians Flee to Freedom.—More than 900 East German 
physicians, dentists, nurses, and medical technicians have fled 
to West Berlin in the past two years, according to the Crusade 
for Freedom. The Crusade, which sponsors the work of Radio 
Free Europe and the Free Europe committee, further reports 
that 500 East German physicians have fled to West Berlin since 
January, 1953. According to Radio Free Europe, this was ad- 
mitted by East German health minister Luitpold Steidle, who 
attributed that satellite’s declining health standards to the short- 
age of qualified personnel. Information previously received by 
Radio Free Europe revealed that the East German regime had 
instituted speed-up medical training, in some instances gradu- 
ating so-called physicians in less than a year. 


Fellowships in Hematology.—The Hematology Research Foun- 
dation announces the awarding of the Ruth Berger Reader 
fellowship to Dr. Bracha Ramot and of a second fellowship in 
hematology to Dr. Sheldon J. Horowitch, both at Michael Reese 
Hospital in Chicago. Each fellowship is for $1,500. The founda- 
tion, which originated in 1943 with a membership of 45 women, 
now has more than 1,000 members. Grants have been awarded 
to Cook County, Michael Reese, and Mt. Sinai hospitals, North- 
western University Medical School, Stritch School of Medicine 
of Loyola University, and University of Illinois College of 
Medicine in Chicago, and to Lenox Hill Hospital in New York. 
Fellowships and grants are awarded annually, usually in July, 
by the medical advisory board. Application forms are available 
from the foundation’s office, 64 W. Randolph St., Chicago 1, 
in April or May. 


Meeting on Fractures.—The American Fracture Association will 
hold its annual convention at the Shamrock Hotel, Houston, 
Texas, Oct. 11 to 14, under the presidency of Dr. Henry W. 
Meyerding, Rochester, Minn. An innovation will be the open 
discussion on Tuesday, Wednesday, and Thursday of any subject 
on the previous day’s program. Ten round-table luncheon dis- 
cussions have been scheduled for Monday, 12:15 p. m. On 
Tuesday, 10:30 a. m., Dr. Alvin H. Diehr, St. Louis, will serve 
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. moderator for a panel discussion, “High Femoral and Inter- 
na hanteric Fractures,” and on Wednesday at 10:45 a. m. Dr. 
Wayne Brewster, Holdrege, Neb., will be moderator for a 
‘ al discussion, “Fat Embolism and Crush Syndrome.” Monday 
oe ‘ng there will be a boat trip down the Houston Ship Channel 
ae at the San Jacinto Inn. Tuesday there will be a Texas 
tarbecwe at Pecan Acres, Vernon Frost Ranch. A cocktail party 
at 7 p. Mm. Wednesday will precede the annual dinner-dance. 









Joint Meeting on Ophthalmology and Otolaryngology.—The 
South Carolina Society of Ophthalmology and Otolaryngology 
oad the North Carolina Eye, Ear, Nose, and Throat Society will 
hold a joint meeting, Nov. 4 to 6, at the Washington Duke Hotel, 
Durham, N. C. Guest otolaryngologists will be Dr. Stanton A. 
Friedberg, Chicago; Dr. James H. Maxwell, Ann Arbor, Mich.; 
and Dr. George J. Baylin, Durham, N. C. The following guest 
ophthalmologists will be on the program: Dr. Charles E. Iliff, 
Baltimore, and Drs. John M. McLean and R. Townley Paton, 
New York. On Wednesday preceding the beginning of the meet- 
ing, operative clinics will be held in the various hospitals of 
Durham and Chapel Hill, N. C. There will be a football game 
Saturday afternoon between the University of North Carolina 
and the University of South Carolina at Chapel Hill. 


















Supply of Gamma Globulin Now Adequate.—The cooperative 
program under which the Office of Defense Mobilization has 
coordinated the distribution of gamma globulin during the past 
two years will end with 1954. Arthur S. Flemming, director, 
Office of Defense Mobilization, said on Sept. 30 that, for 
the balance of this year, commitments that have been made 
to the state and territorial departments of health will be ful- 
filled as required for use in measles and in infectious hepatitis 
and poliomyelitis from the stocks of gamma globulin provided 
for this purpose by the National Foundation for Infantile 
Paralysis and the American National Red Cross. According to 
the report to Mr. Flemming of the Health Resources Advisory 
Committee and its subcommittee on blood, an increase in supply 
has taken place during the two year period since the program 
started to the point that all foreseeable demands can be met. 
From the start of the program through Sept. 16, 1954, the 
foundation and Red Cross have contributed in about equal 
amounts a total of more than 20 million cc. of gamma globulin. 
Supplies of this material have been distributed as needed to the 
states and territories by the Public Health Service. 











Teaching Institutes at French Lick.—The Association of Ameri- 
can Medical Colleges announces that the second in a series of 
teaching institutes, which it will sponsor Oct. 10 to 15 at the 
French Lick Springs Hotel, French Lick, Ind., will be on pathol- 
ogy, microbiology, immunology, and genetics. The Coordinators 
of Cancer Teaching, who meet Oct. 15 and 16, will participate 
in this institute, which will precede the annual meeting of the 
association, Oct. 17 to 20. Attendance at the teaching institute 
will be by invitation only and will be limited to 120 participants. 
One teacher from each of the 95 medical schools in the United 
States, Canada, Puerto Rico, and the Philippines has been nomi- 
nated by the committee and invited by the A. A. M. C., and 
the total group of participants will represent a balance among 
the several disciplines that will be explored at the institute. The 
four basic areas for discussion at the institute are the objectives 
of teaching, problems of the teacher, interrelationships, and 
problems of the student. 

















Clinical and Climatological Association.—The 67th meeting of 
the American Clinical and Climatological Association will be 
held at Lake Placid Club, Lake Placid, N. Y., Oct. 14 to 16, 
under the presidency of Dr. Robert L. Levy, New York. In all, 
18 papers will be presented and 14 read by title, 20 invited 
participants being listed. A cocktail party for members, wives, 
and guests, followed by dinner and dancing, is scheduled for 
6:30 p. m. Thursday. On Friday at 12 noon Dr. Allen O. 
Whipple, Princeton, N. J., will deliver the Gordon Wilson 
lecture, “The Circulation of the Spleen in the Living Animal 
and Its Relation to Certain of the Splenopathies in Man.” There 
will be a visit to Trudeau Sanatorium, Trudeau, N. Y., from 3 
(0 4:30 p. m. A cocktail party for members and their wives at 
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6:30 p. m. will be followed by separate dinners for members 
and for wives. After dinner the ladies are invited to join the 
members to hear talks by Dr. Theodore L. Badger and Dr. C, 
Sidney Burwell, both of Boston. 


Meeting on Laboratory Law-Enforcement Methods.—During 
the 69th annual meeting of the Association of Official Agricul- 
tural Chemists at the Shoreham Hotel, Washington, D. C., Oct. 
11 to 13, several papers will be delivered by members of the 
Food and Drug Administration on the identification of habit- 
forming barbiturates, and a rapid and reliable method will be 
presented for the detection of coumarin, a flavoring substance 
recently banned from food use in the United States because of 
its possible toxicity. The featured speaker is Edward Wichers, 
Ph.D., chief of the chemistry division of the National Bureau 
of Standards, Washington, D. C., who will talk at the general 
session Monday, 2 p. m., about “Trends in Analytical Chemis- 
try.” At a banquet session Monday evening the honored guest 
will be Paul B. Dunbar, Ph.D., former commissioner of the 
Food and Drug Administration. E. L. Griffin, Ph.D., president 
of the A. O. A. C., will speak at a general scientific session 
Tuesday, 2 p. m., on recently developed pesticides and regula- 
tory laws affecting their use. All the sessions are open to in- 
terested scientific workers and the public. The complete program 
can be obtained by writing to the Association of Official Agricul- 
tural Chemists, Box 540, Benjamin Franklin Station, Washington 
4, oo <. 


Conference on Occurational Therapy.—aAt its annual conference, 
Oct. 16 to 22, at the Shoreham Hotel, Washington, D. C., the 
American Occupational Therapy Association will have as its 
general theme “Capitalize Your Assets.” Wednesday morning a 
panel discussion on medical research will be presented by Drs. 
Hart E. Van Riper, New York (poliomyelitis); Glidden L. Brooks, 
New York (cerebral palsy); Charles D. Marple, New York 
(cardiac and rheumatic fever conditions); and Esmond R. Long, 
Philadelphia (tuberculosis). Dr. Robert L. Leopold, director, 
functional clinic, Graduate Hospital of the University of Penn- 
sylvania, Philadelphia, will present “Contributing Therapies” at 
2 p. m., after which he will moderate a panel, “Integrating Pro- 
fessional Services in Patient Treatment.” Thursday morning 
“Present Day Problems in Industrial Medicine” will be discussed 
by Dr. Anthony J. Lanza, director, department of industrial 
medicine, institute of industrial medicine, Postgraduate Medical 
School of the New York University-Bellevue Medical Center, 
New York, and “Treatment Methods Following Hand Surgery” 
by Dr. Raymond M. Curtis, consultant in hand surgery, Balti- 
more City Hospitals, U. §. Public Health Service Hospital, Balti- 
more, Md., and Veterans Administration Hospital, Fort Howard, 
Md. The sectional meeting on tuberculosis will hear “Modern 
Concepts of Tuberculosis” explained by Dr. Moe Weiss, chief, 
medical services, Glenn Dale Hospital, Glenn Dale, Md., and 
“Developments in Drugs and Surgery in Tuberculosis” by Dr. 
Howard M. Payne, professor in medicine, Howard University 
College of Medicine, Washington, D. C. Other topics to be 
considered include rehabilitation of the blind, physiology of 
speech, and problems of hearing impairment. Friday morning, 
“Techniques of Group Instruction” will be outlined by Capt. John 
Ey, M.S.C., special projects branch, personal division, Office 
of the Surgeon General, Department of the Army. The final 
presentation, “Serving the Needs of the Crippled Child,” will be 
made by Harry V. Bice, Ph.D., consultant in psychology, 
Bureau of Crippled Children’s Commission, Trenton, N. J. 


Society News.—At its annual meeting the American Gynecologi- 
cal Society elected the following officers: Dr. Philip F. Williams, 
Bala-Cynwood, Pa., president; Dr. Newell W. Philpott, Mon- 
treal, Canada, first vice-president; Dr. Thomas C. Peightal, New 
York, second vice-president; Dr. John I. Brewer, Chicago, secre- 
tary; and Dr. John Parks, Washington, D. C., treasurer. The 
1955 annual meeting wili be held at the Chateau Frontenac, 
Quebec, Canada, May 23 to 25. The Society of Neurologi- 
cal Surgeons recently elected Dr. W. James Gardner, Cleveland, 
president; Dr. Edgar F. Fincher, Emory University, Ga., vice- 
president; Dr. Bronson S. Ray, New York, secretary-treasurer; 
and Dr. A. Earl Walker, Baltimore, historian. Newly elected 
officers of the Western Society of Electroencephalography in- 














620 MEDICAL NEWS 


clude Dr. John R. Green, Phoenix, Ariz., president; Dr. Arthur 
A. Ward Jr., Seattle, vice-president; and Dr. Sylvester N. Berens, 
Seattle, secretary-treasurer. Newly elected officers of the 
American Association of Immunologists include Dr. Alwin M. 
Pappenheimer Jr., New York, president; Dr. Jules T. Freund, 
New York, vice-president; and Dr. Francis S. Cheever, Pitts- 
burgh, secretary-treasurer. The American Federation for 
Clinical Research has announced the following deadlines for 
abstracts: (1) abstracts for the meeting of the eastern section, 
which will be held Dec.,.3 and 4, must be sent before Oct. 12 
to Dr. Laurence H. Kyle, Georgetown University Hospital, 
Washington 7, D. C.; (2) abstracts for the meeting of the western 
section, Jan. 27, 1955, must be sent before Nov. 15 to Dr. 
Harold Brown, Veterans Administration Hospital, 12th and E 
Streets, Salt Lake City; and (3) abstracts for the southern section 
meeting, Jan. 28, must be sent before Nov. 15 to Dr. John L. 
Patterson Jr., Medical College of Virginia, Richmond 19. 
The Midwest regional meeting of the American College of 
Physicians will be held at the Claypool Hotel, Indianapolis, 
Oct. 9. In all, 32 invited speakers will participate with member 
speakers in the program. The session will end with a clinical 
pathological conference at 4:25 p. m. for which Dr. James O. 
Ritchey, Indianapolis, will serve as moderator, with Drs. Frank 
Forry, Indianapolis; Karver L. Puestow, Madison, Wis.; and 
Joseph B. Kirsner, Chicago, as participants. Dr. Puestow will 
be one of the honored guests at the dinner, 7 p. m., following 
a social hour and cocktails, the others being Drs. Cyrus C. 
Sturgis, Ann Arbor, Mich.; Philip S. Hench, Rochester, Minn.; 
Walter L. Palmer, Chicago; and Mr. Edward R. Loveland, 
Philadelphia. 














Public Health Meetings—The 82nd annual meeting of the 
American Public Health Association and meetings of 38 related 
organizations will be heid in Buffalo, Oct. 11 to 15, under the 
presidency of Dr. Hugh R. Leavell, Boston. In all, 400 speakers 
will contribute to the 75 scientific sessions. The registration fee 
is $5. The Conference of Professors of Preventive Medicine will 
meet Sunday in Capen Hall, University of Buffalo campus, for 
an all-day institute on the teaching of epidemiology to medical 
students. Dr. R. Percy Vivian, Montreal, Canada, will deliver 
the keynote address, and Drs. Thomas Francis Jr., Ann Arbor, 
Mich.; John R. Paul, New Haven, Conn.; and Jacques M. May, 
New York, will participate in the morning session. 

The Monday morning session of the American School Health 
Association will be devoted to health education through radio 
and television. The Association of Business Management in 
Public Health will have a panel discussion Monday morning, 
followed by “New Horizons in Public Health for Nonmedical 
Personnel” by Dr. John D. Porterfield III, Columbus, Ohio. The 
Public Health Cancer Association will present a progress report 
on lung cancer, with a panel discussion moderated by Dr. Morton 
L. Levin, Albany, N. Y. Dr. M. G. Candau, Geneva, Switzer- 
land, director-general, World Health Organization, will address 
a public luncheon of the National Citizens Committee for the 
World Health Organization Monday noon, when his topic will 
be “The World Health Organization’s Top Priorities.” In the 
afternoon Dr. Ivan H. Smith, London, Ontario, Canada, will 
report on current experience with cobalt in cancer therapy and 
Dr. Charles S. Cameron, New York, on the program of the 
American Cancer Society. Monday at 5 p. m. there will be a 
reception for the president of the American Public Health Asso- 
ciation. At 6:30 p. m. Dr. Orren D. Chapman, Syracuse, N. Y., 
will be the dinner speaker for the Conference of State and 
Provincial Public Health Laboratory Directors. The American 
School Health Association, meeting at 8 p. m. Monday, will 
hear Dr. Austin E. Hill, Houston, Texas, speak on the nutritional 
needs of school children, after which there will be a panel dis- 
cussion on the Education Policies Commission report on school 
athletics, followed by presentation of “Mental Health—Key- 
stone of Education” by Dr. Dana L. Farnsworth, Cambridge, 
Mass. 

The Tuesday morning session of the epidemiology and labora- 
tory sections will be devoted to discussion of new advances in 
viral and rickettsial diseases. Program evaluation will be dis- 
cussed Tuesday at 2:30 p. m. by the dental health, food and 
nutrition, health officers, public health education, public health 
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nursing, school health, and statistics sections. The first genera] 
session of the association is scheduled for Tuesday at 8:39 p. m4 
and the second general session for Thursday, 8:30 p. m. The 
association symposium, “The Impact of Suburbanization on 
Public Health,” will hold its first session Wednesday, 2:39 
p. m., and its second session Friday at the same time. 

Dr. W. W. Bauer, Director of the A. M. A. Bureau of Health 
Education, will be the speaker at the dinner session of the 
American School Health Association Wednesday, 6:30 P. m 
At the joint session of the epidemiology and laboratory Sections 
Thursday morning active immunization will be discussed: at the 
joint session of the epidemiology, maternal and child health, and 
public health nursing sections, childhood accident prevention 
will be the topic of discussion. There will be a panel discussion 
on Escherichia coli diarrhea in infants Thursday afternoon be. 
fore the engineering, epidemiology, food and_ nutrition, and 
laboratory sections. Thursday at 2:30 p. m. the medica] care 
section will have a panel discussion, “Comprehensive Medical 
Care: Next Steps.” The division of international health, U, 5 
Public Health Service, has scheduled an international health 
round-up breakfast Friday, 8 a. m., for all who have done health 
work of any kind abroad. 





Prevalence of Poliomyelitis.—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories ang 
possessions in the weeks ended as indicated: 

Sept. 11, 1954 
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CANADA 

Symposium on Metabolism.—At its 18th annual meeting, Oct. 
7? and 23 at the Royal York Hotel, Toronto, the Canadian 
Physiological Society will present a symposium, “The Role of 
Flectrolytes in Metabolism,” Saturday afternoon. Open house 
will be held at the University of Toronto for visiting the labora- 


tories. The annual dinner is scheduled for Saturday evening. 


PHILIPPINE ISLANDS 

Medical Association Moves.—The Philippine Medical Associ- 
ation has moved to a new address: P. M. A. House, 914 Taft 
Ave., Manila. The new headquarters house the offices of the 
association and its journal as well as its library and the office 
of the secretary of the Philippine Medical Center, Inc. 


Award to Dr. Sison.—The Philippine Medical Association re- 
cently cited for its first distinguished service award for 1954 Dr. 
Antonio G. Sison, Manila, “For outstanding services to the 
Philippine Medical Association wherein he served for two terms 
as its President; For unstinted devotion as chairman of the Com- 
mittee on Medical Education, Hospitals and Laboratories of the 
Philippine Medical Association, under whose sponsorship post- 
graduate courses were created by passage of Commonwealth 
Act No. 401, and standards of medical education in the Philip- 
pines have ever been jealously safeguarded, culminating in the 
lengthening of the pre-medical course from two to three years; 
For his honest exposition of the principles of medical ethics as 
associate editor of the Bulletin of the Manila Medical Society 
and then later of the Journal of the Philippine Medical Associa- 
tion which was founded during his incumbency as president.” 


DEATHS IN OTHER COUNTRIES 

Dr. Saturnino Guzman-Cervera of Merida, Yucatan, Mexico, a 
graduate of the University of Paris Faculty of Medicine, 1886, 
died Aug. 18 at the age of 97. He had served for over 50 years 
as professor of clinical surgery and head of the department of 
surgery at the University of Yucatan School of Medicine. He 
was a diplomate of the Mexican Academy of Surgery, chief of 
Surgical Unit No. 1 at O’Horan General Hospital in Merida, 
and lately consulting surgeon. 


CORRECTION 

Approved Residencies and Fellowships.—In the Internship and 
Residency Number of THE JouRNAL, Sept. 25, 1954, in the listing 
of nonfederal hospitals under Dermatology and Syphilology, 
page 356, there should have been no numerical listing for the 
Jefferson Davis Hospital, Houston, Texas, under the heading 
Inpatients Treated. 





MEETINGS 





AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 

NATIONAL MEDICAL PusLic RELATIONS CONFERENCE, McAllister Hotel, 
Miami, Fla., Nov. 28. Mr. Leo F. Brown, 535 North Dearborn St., Chi- 
cago 10, Director. 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Williamsburg Inn, Williamsburg, 
Va., Nov. 4-6. Dr. Harry E. Barnett, 116 South Michigan Blvd., Chicago 
3, Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 4-9. Dr. J, E. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL CLiNnics, Jung Hotel, New Orleans, 
Nov. 12-14, Dr. Arthur H. Griep, 420 Cherry St., Evansville, Ind., 
Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Hotel Claridge, At- 

lantic City, N. J., Nov. 11-13. Dr. James K. Stack, 700 North Michigan 

Bivd., Chicago 11, Secretary. 






MEDICAL NEWS 621 





AMERICAN CANCER Society, Hotel Roosevelt, New York, Oct. 17-24. Dr. 
Charles §. Cameron, 47 Beaver St., New York 4, Medical Director. 
AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Lake Placid Club, 
Lake Placid, N. Y., Oct. 14-16. Dr. Marshall N. Fulton, 124 Waterman 

St., Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Interim Meeting, Algiers Hotel, Miami 
Beach, Florida, Nov. 11-13. Dr. Philip Reichert, 140 West 57th St., 
New York 19, Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, The Shoreham, Washington, 
D. C., Oct. 25-30. Dr. A. Xerxes Rossien, 33 West 60th St., New York 
23, Secretary. 

AMERICAN COLLEGE OF SURGEONS, Convention Hall, Atlantic City, N. J., 
Nov. 14-19. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Secretary. 

AMERICAN DENTAL ASSOCIATION, Miami, Fla., Nov. 8-11. Dr. Harold Hillen- 
brand, 222 East Superior St., Chicago 11, General Secretary. 

AMERICAN FRACTURE ASSOCIATION, Shamrock Hotel, Houston, Texas, Oct 
11-14. Dr. H. W. Wellmerling, 626 Griesheim Blidg., Bloomington, IIL, 
Secretary-General. 

AMERICAN PUBLIC HEALTH ASSOCIATION, Memorial Auditorium, Buffalo, 
N. Y., Oct. 11-15. Dr. Reginald M. Atwater, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Netherland-Plaza Hotel, Cin- 
cinnati, Oct. 25-30. Dr. J. Earl Remlinger Jr., 188 West Randolph St., 
Chicago 1, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Sheraton Hotel, 
Chicago, Oct. 31-Nov. 1. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGtene, Hotel Peabody, 
Memphis, Tenn., Nov. 4-6. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, Univ. of North Carolina, Chapel Hill, N. C., 
Secretary. 

AMERICAN THERAPEUTIC SociETy, The Chase Hotel, St. Louis, Nov. 4-7 
Dr. Oscar B. Hunter, 915 Nineteenth St. N. W., Washington, D. C., 
Secretary. 

ASSOCIATION OF AMERICAN MeEpDIcaL COLLEGES, French Lick Springs Hotel, 
French Lick, Ind., Oct. 17-20. Dr. Dean F. Smiley, 185 N. Wabash 
Ave., Chicago 1, Secretary. 

ASSOCIATION OF LIFE INSURANCE MepDIcAL Directors OF AMERICA, Royal 
York Hotel, Toronto, Canada, Oct. 12-14. Dr. Henry B. Kirkland, 
P. O. Box 594, Newark, N. J., Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 

CALIFORNIA ACADEMY OF GENERAL Practice, Statler Hotel, Los Angeles, 
Oct. 24-27. Mr. Wm. W. Rogers, 461 Market St., San Francisco 5, 
Executive Secretary. 

CENTRAL SOCIETY FOR CLINICAL RESEARCH, Drake Hotel, Chicago, Oct. 
29-30. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 

CONGRESS OF NEUROLOGICAL SURGEONS, The Waldorf-Astoria, New York, 
Nov. 4-6. Dr. Bland W. Cannon, 1092 Madison Ave., Memphis, Tenn., 
Secretary. 

DELAWARE, MEDicaL Society oF, Dover, Oct. 11-13. Dr. Norman L. 
Cannon, 1208 Delaware Ave., Wilmington, Executive Secretary. 

District OF COLUMBIA, MEDICAL SOCIETY OF THE, Hote! Shoreham, Wash- 
ington, D. C., Nov. 1-3. Mr. Theodore Wiprud, 1718 M St. N. W., 
Washington, D. C., Secretary. 

Gutr Coast CiinicaL Society, Edgewater Park, Miss., Oct. 21-22. Dr. 
F. C. Minkler, Pascagoula, Miss., Secretary. 

INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
26-28. Mr. James A. Waggener, 23 East Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

INTERSTATE Post GRADUATE MEDICAL ASSSOCIATION OF NORTH AMERICA 
Municipal Auditorium, Minneapolis, Nov. 1-4. Dr. Erwin R. Schmidt, 
1300 University Ave., Madison 6, Wis., Secretary. 

INTER-SOCIETY CYTOLOGY CouNcIL, Statler Hotel, Boston, Nov. 12-13. Dr 
John B. Graham, 32 Fruit St., Boston, Chairman, Program Committee. 

MIDWESTERN SECTION OF AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Thorne Hall Auditorium, Northwestern University Medical Campus 
Chicago, Oct, 28. Dr. R. L. Grissom, Univ. of Nebraska College of 
Medicine, Dept. of Internal Medicine, Omaha 5, Secretary. 

NATIONAL ASSOCIATION FOR MENTAL HEALTH, Hotel Statler, New York, 
Oct. 23-25. Mr. Robert M. Heininger, 1790 Broadway, New York 19, 
Executive Director. 

NATIONAL REHABILITATION ASSOCIATION, Baltimore, Oct. 24-27. Mr. E. B. 
Whitten, 514-16 Arlington Bldg., 1025 Vermont Ave., N.W., Washing- 
ton, D. C., Executive Director. 

NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND ADULTS, Statler Hotel, 
Boston, Nov. 3-5. Mr. Lawrence J. Linck, 11 South LaSalle St., Chi- 
cago 3, Executive Director. 

OKLAHOMA City CLINICAL SOCIETY CONFERENCE, Oklahoma City, Oct. 25-28 
Dr. Charles E. Leonard, 512 Medical Arts Bldg., Oklahoma City 2, 
Secretary. 

OmaHa Mip-West CLinicat Society, Paxton Hotel, Omaha, Oct. 25-28 
Dr. Louis E. Moon, 1031 Medical Arts Bldg., Omaha 2, Secretary. 

OREGON STATE Mepicat Society, Heathman Hotel, Portland, Oct. 13-16. 
Dr. Charles E. Littlehales, 1115 S. W. Taylor St., Portland 5, Executive 
Secretary. 
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PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford 
Hotel, Philadelphia, Oct. 17-22. Dr. Harold B. Gardner, 230 State St., 
Harrisburg, Secretary. 

Post-GraDUATE CLINIC, Michigan Academy of General Practice, Sheraton- 
Cadillac Hotel, Detroit, Nov. 10-11. Dr. F. P. Rhoades, 970 Macca- 
bees Bldg., Detroit 2, Chairman. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St., Ann Arbor, Governor. 

New England, Hartford, Conn., Oct. 22. Dr. John C. Leonard, 80 
Seymour St., Hartford, Conn., Chairman. 


New Jersey, Newark, Nov. 3. Dr. Edward C. Klein Jr., 6 South Kingman 
Rd., South Orange, N. J., Governor. 

Southeastern, Edgewater Gulf Hotel, Edgewater Park, Miss., Oct. 15-16, 
Dr. E. Dice Lineberry, 1529 N. 25th St., Birmingham 4, Ala., 
Governor. 

Western New York, Syracuse, Nov. 19. Dr. Edward C. Reifenstein, 
109 South Warren St., Syracuse 2, Governor. 

Western Pennsylvania, Pittsburgh, Oct. 27. Dr. Roy R. Snowden, 3509 
Fifth Ave., Pittsburgh 13, Chairman. 


SOUTHERN MEDICAL ASSOCIATION, St. Louis, Nov. 8-11. Mr. C. P. Loranz, 
1020 Empire Bidg., Birmingham 3, Ala., Secretary. 

SOUTHERN SOCIETY OF CANCER CyTOLOGy, St. Louis, Nov. 8-11. Dr. J. 
Ernest Ayre, 1155 N.W. 14th St., Miami, Fla., Secretary. 


SOUTHWESTERN MEDICAL ASSOCIATION, Hotel Paso del Norte, El Paso, 
Texas, Nov. 17-19. Dr. Celso C. Stapp, 800 Montana St., El Paso, 
Texas, Secretary. 


VirciniA, MepicaL Society oF, Shoreham Hotel, Washington, D. C., 
Oct. 31-Nov. 3. Mr. Robert I. Howard, 1105 W. Franklin St., Richmond, 
Executive Secretary. 

WESTERN SuRGICAL ASSOCIATION, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-4. Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secre- 
tary. 


FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, Engiand, 
Secretary General. 

CONFERENCE OF THE SOLVAY INSTITUTE OF SocioLoGy, Universiti Libre de 
Bruxelles, Brussels, Belgium, Oct. 18-23, 1954. For information write: 
Assistant to the Secretary, A. Dorsinfang Smets, Solvay Institute of 
Sociology, Parc Leopold, Brussels 4, Belgium. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsyCHOLOGY, Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 

EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Ill, U. S. A., 
Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary-General. 

INTERNATIONAL ANESTHESIA RESEARCH SocriETy, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S. W., Rochester, Minn., U. S. A. 

INTERNATIONAL CONGRESS OF BriocHéMISTRY, Brussels, Belgium, Aug. 1-6, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liege, Belgium, Secretary- 
General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 
Lausanne, Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 4-10, 
1955. For information write: Dr. Carroll, 28 Weymouth St., London, 
W.1, England. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Luxem- 
burg, Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentina, S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala, Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary. 

INJERNATIONAL HospitaL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 
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INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23.26 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, IJlinois’ 
U. S. A., Secretary-General. 


JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefe tural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Gets 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. i i 


Illinois, 


LATIN AMERICAN CONGRESS OF PHYSICAL MEDICINE, Lima, Peru, S, A Feb 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East Tist St. Nes 
York 21, N. Y., U. S. A., Executive Director. ; 


NEURORADIOLOGIC SyMPOsIUM, London, England, Sept. 13-17, 1955. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1 
land, Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A.. Feb 
11-25, 1955. Dr. Arturo Martinez, 54 East 72nd St., New York 21 
N. Y., U. S. A., Secretary. ra 

PAN AMERICAN HOMEOPATHIC MEDICAL CoNnGREsS, Hotel Gloria, Rio de 


Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Oral. Ann Arbor, 
Oct. 15-18. To be eligible candidates must have completed thirty-six 
months of training by October 1. Final date for filing application was 
May 1. Exec. Sec., Miss Janet Newkirk, 129 E, 52nd St., New York 22. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 17, 1955. Major 
centers throughout the United States, the European Command, and the 
Far East Command. Final date for filing applications is May 1. Oral. 
New Orleans, Feb. 1-4; Philadelphia, May 4-5; Washington, D. C., May 
6-7; Portland, Ore., Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., 
Dr. William A. Werrell, One West Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Final date for filing application is November 1. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. Various cen- 
ters, Feb. 4. Part 11, Chicago, May 12-20. Deadline for receipt of applica- 
tions is October 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. New 
York City, Dec. 5-9. Final date for filing applications was July 1, 1953. 
Written, 1955. Various cities, Jan. 24-25. Final date for filing application 
was July 1, 1954. Practical examinations, 1955. Philadelphia, June 10-15, 
Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 56 Ivie Road, Cape 
Cottage, Maine. 

AMERICAN BOARD OF ORTHOPEDIC SURGERY: Part I. Various locations, 
spring. Part II, Oral and Written. Los Angeles. Jan. 26-28. Fina! date 
for filing applications for Part II was Aug. 15. Sec., Dr. Harold A. 
Sofield, 122 South Michigan Ave., Chicago 3, Illinois. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10, 1955. 
Sec., Dr. Dean M. Lierle, University Hospital, Iowa City. 


AMERICAN BOARD OF PATHOLOGY: Miami, Nov. 29-30-Dec. 1. Sec., Dr. Wil- 
liam B. Wartman, 303 E. Chicago Ave., Chicago 11. 


AMERICAN BoarD oF Pepiatrics: Oral. Chicago, Oct. 8-10 and New Haven, 
Dec. 3-5. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 

AMERICAN BOARD OF PLastic SuRGERY: Atlanta, Ga., Oct. 20-22. Final 
date for filing case reports was June 1. Final date for filing case 
reports for spring 1955 examination is Jan. 1. Corres. Sec., Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Parts I and II. Buffalo, Oct. 
9-11. Final date for filing applications was July 15. Sec., Dr. Ernest 
L. Stebbins, 615 N. Wolfe St., Baltimore. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 


AMERICAN BOARD OF SuRGERY: Part I. Oct. 26; March 30. Part II. Chicago, 
Oct. 18; New York City, Nov. 11-12; Kansas City, Kansas, Dec. 13-14; 
New Orleans, Jan. 17-18; Baltimore, Feb. 14-15; Cincinnati, March 14- 
15; San Francisco, April 18-19; Boston. May 16-17; Philadelphia, June 
13-14. Sec., Dr. John B. Flick, 225 S. Fifteenth St., Philadelphia 2. 

THE BoarD OF THORACIC SURGERY: Written. February. Final date for filing 
applications is Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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DEATHS 


ey, Ernest Elvin ® Washington, D. C.; born in Alton, Kan., 


ee 1894: University of Kansas School of Medicine, Kansas 


Ano 
Aug. + 


city, 1920; fellow of the American College of Physicians; mem- 
ber a the Southern Psychiatric Association, the American 
c 


psychiatric Association, and the American Psychoanalytic Asso- 
sation and at one time secretary of its board on professional 
standards; president of the Washington Psychoanalytic Society; 
sector of the Washington Psychoanalytic Institute and con- 
least to the Corporate Foundation for Research and Training 
in Psychiatry; organized the William Alanson White Psychiatric 
Foundation and formerly was its trustee and secretary; from 
1936 to 1943 director of the Washington School of Psychiatry; 
»warded the Selective Service medal by President Truman for his 
work as chairman of the psychiatry panel of the Army Induction 
Board at Fort Myer from 1942 to 1944; formerly chairman of 
the publications committee of Psychiatry: Journal of the Biology 
and the Pathology of Interpersonal Relations; affiliated with the 
Doctors Hospital, where he died Aug. 10, aged 59, of coronary 
occlusion. 

Jacobs, Charles Mayo @ Chicago; Northwestern University 
Medical School, Chicago, 1894; an Associate Fellow of the 
American Medical Association; specialist certified by the Ameri- 
can Board of Orthopaedic Surgery; member of the American 
Orthopaedic Association, Clinical Orthopaedic Association, and 
the American Academy of Orthopaedic Surgeons; formerly on 
the faculty of Rush Medical College and his alma mater; served 
on the staffs of the Michael Reese Hospital, Cook County 
Hospital, and Mount Sinai Hospital, where he died Sept. 11, 
aged 82, of coronary occlusion. 


Adelman, Ernest Bernard, Island Park, L. I., N. Y.; Middlesex 
College of Medicine and Surgery, Cambridge, Mass., 1920; died 
in the Long Beach (N. Y.) Memorial Hospital Aug. 16, aged 57. 


Allen, Fredrick Ward Jr. ® San Diego, Calif.; University of 
Illinois College of Medicine, Chicago, 1944; a lieutenant (jg) 
in the medical corps of the U. S. Naval Reserve during World 
War Il and served an internship at the U. S. Naval Hospital; 
while in general practice at Silver City, N. Mex., served a term 
as president of the Grant County Medical Society; recalled to 
active duty in November, 1952; retired in March of this year 
due to illness; died Aug. 10, aged 34, of acute myelogenous 
leukemia. 

Alpern, Charles ® Chicago; University of Illinois College of 
Medicine, Chicago, 1946; served during World War II; died in 
the Mount Sinai Hospital Sept. 3, aged 31, of hypertensive heart 
disease and nephrosclerosis. 


Bennett, Floyd William, St. Louis; St. Louis University School 
of Medicine, 1905; died in the Baptist Hospital, Springfield, Mo., 
Aug. 19, aged 72, of cerebral hemorrhage and arteriosclerosis. 


Berg, William Howard, Villas, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1909; veteran of the 
Spanish-American War; died Aug. 14, aged 78, of hypertensive 
cardiovascular disease. 


Bragdon, George Herbert ® Reeds, Mo.; Gate City Medical 
College, Texarkana, Ark., 1906; served overseas during World 
War I; formerly mayor of Reeds; also a druggist; past president 
of the school board; on the staff of the McCune-Brooks Hospital 
in Carthage; died July 5, aged 78, of chronic myocarditis. 


Bretz, Waverly Daniel ® Huntingburg, Ind.; Western Reserve 
University Medical Department, Cleveland, 1909; died in Stork 
ne May 21, aged 71, of cerebral hemorrhage and arterio- 
Sclerosis, 

Broadhurst, William Shuler, Imperial, Pa.; University of Pitts- 
burgh School of Medicine, 1908; died Aug. 3, aged 69, of 
Coronary occlusion. 





# Indicates Member of the American Medical Association. 


Brown, Herbert Rutherford © Rochester, N. Y.; Harvard Medi- 
cal School, Boston, 1914; specialist certified by the American 
Board of Pathology; member of the American Society of 
Clinical Pathologists; affiliated with the Park Avenue Hospital; 
died in the Highland Hospital Aug. 17, aged 76, of arterio- 
sclerosis and pulmonary tuberculosis. 


Brown, Ralph Crissman © Chicago; Rush Medical College, 
Chicago, 1904; specialist certified by the American Board of 
Internal Medicine; member of the Central Society for Clinical 
Research and the American Gastro-Enterological Association, 
of which he was past president; professor of medicine (Rush) 
emeritus, University of Illinois College of Medicine; served 
overseas during World War I; consultant in medicine at the 
Presbyterian Hospital; died in Boston Aug. 31, aged 76. 


Buck, Clifton Leon, Danvers, Mass.; Tufts College Medical 
School, Boston, 1911; affiliated with the Hunt Memorial Hos- 
pital and Beverly (Mass.) Hospital; died July 22, aged 72, of 
acute coronary insufficiency. 


Cammarano, Carmelo, Ozone Park, N. Y.; University of Louis- 
ville (Ky.) School of Medicine, 1924; died June 17, aged 54, of 
peritonitis and perforation of the small intestine. 


Coffey, John C., Hedley, Texas; Medical Department of Tulane 
University of Louisiana, New Orleans, 1901; died in Wichita 
Falls recently, aged 87, of arteriosclerosis. 


Cohn, Nathan ® New York City; University and Bellevue 
Hospital Medical College, New York, 1924; associate clinical 
professor of medicine at the New York Medical College, Flower 
and Fifth Avenue Hospitals; fellow of the American College of 
Chest Physicians; attending physician at the Morrisania Hospital 
and adjunct in medicine at Bronx Hospital, where he died July 6, 
aged 53, of carcinoma of the kidney. 


Crumrine, Henry Charles ® Los Angeles; University of Wooster 
Medical Department, Cleveland, 1900; died in Pasadena re- 
cently, aged 77, of myelogenous leukemia and arteriosclerotic 
heart disease. 


Dingman, John Henry © Poughkeepsie, N. Y.; Albany (N. Y.) 
Medical College, 1901; fellow of the American College of 
Surgeons; affiliated with Northern Dutchess Health Service 
Center in Rhinebeck, St. Francis Hospital, Vassar Brothers 
Hospital, and Hudson River State Hospital; died Aug. 9, aged 
81, of carcinoma of the pancreas. 


Douglas, Smith Wa'ker © Eudora, Ark.; College of Physicians 
and Surgeons, Little Rock, 1911; past vice-president of the 
Arkansas Medical Society and the Southeast Arkansas Medical 
Society; veteran of the Spanish-American War; past president 
of the county board of education; on May 17, 1948, honored 
at a “Dr. Douglas Day” celebration in Eudora; died Aug. 12, 
aged 84, of cerebral hemorrhage. 


Engdahl, Frederick William, Dallas, Texas; University of Minne- 
sota Medical School, Minneapolis, 1934; veteran of World War 
I; died June 11, aged 63, of myocardial infarction and hyper- 
tensive cardiovascular disease. 

Gaunt, George Arthur ® Boston; College of Physicians and 
Surgeons, Boston, 1916; specialist certified by the American 
Board of Psychiatry and Neurology; member of the American 
Psychiatric Association and the New England Society of Psychi- 
atry; neuropsychiatric examiner for the Veterans Administration; 
died May 27, aged 65, of heart disease. 


Giallombardo, Nicholas Perrone, Somerville, Mass.; Middlesex 
College of Medicine and Surgery, Waltham, 1930; died in the 
Baker Memorial-Massachusetts General Hospital, Boston, July 
13, aged 56, of carcinoma of the rectum with metastases to the 
liver. 


Hadley, William Sampson, Norfolk, Va.; Jefferson Medical 
College of Philadelphia, 1921; died July 30, aged 56, of cancer 
of prostate with metastasis. 





624 DEATHS 


Hall, Arthur Joseph © Washington, D. C.; Columbian Univer- 
sity Medical Department, Washington, 1886; served during 
World War I; died Aug. 12, aged 96, of arteriosclerotic cardio- 
vascular renal disease. 


Hall, Charles Francis Adams, Newburyport, Mass.; Boston 
University School of Medicine, 1898; formerly chairman of local 
water board; affiliated with Worcester Memorial Hospital and 
Anna Jaques Hospital, where he died July 30, aged 80, of 
chronic pulmonary fibrosis and cerebral thrombosis. 


Hartman, Perry Vernon Sr., Lake Placid, Fla.; Jenner Medical 
College, Chicago, 1915; Loyola University School of Medicine, 
Chicago, 1916; also a graduate in pharmacy; served during 
World War I; at one time practiced in Granville, Ill., where he 
was coroner of Putnam County and township and village health 
officer; affiliated with St. Margaret’s Hospital in Spring Valley; 
died Aug. 6, aged 75, of cerebral thrombosis. 


Heady, Elmer Ethelbert, Texhoma, Okla.; Kentucky School of 
Medicine, Louisville, 1894; served during World War I; at one 
time practiced in Gate, where he was postmaster; died in the 
Veterans Administration Hospital, Marlin, Texas, Aug. 6, aged 
85, of cerebral arteriosclerosis. 


Henney, William Henry © MclIntosh, Minn.; University of 
Nebraska College of Medicine, Omaha, 1908; for many years 
mayor and health officer of McIntosh; died July 26, aged 75, 
of carcinoma of the liver. 


Hooton, Lorenzo, Cross Plains, Ind.; Louisville (Ky.) Medical 
College, 1907; died June 13, aged 82, of lobar pneumonia, 
chronic myocarditis, and generalized arteriosclerosis. 


Hosmer, Charles Morton © San Diego, Calif.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1900; died 
June 21, aged 79. 


Hufstedler, Amos Gideon @ Knoxville, Tenn.; University of 
Nashville Medical Department, 1911; director of the Knox 
County Health Department; died in St. Mary’s Hospital July 27, 
aged 68, of coronary thrombosis. 


Jackson, Arthur Dudley © Lieut. Col., U. S. Army, Palo Alto, 
Calif.; Northwestern University Medical School, Chicago, 1899; 
at one time superintendent of the Wesley Memorial Hospital in 
Chicago, where he was instructor in pediatrics at his alma mater; 
served during World War I; entered the medical corps of the 
regular army Sept. 8, 1920; retired Oct. 31, 1937; died July 22, 
aged 80, of gastrointestinal hemorrhage and chronic duodenal 
ulcer. 


Jackson, Jean Albert ® Wausau, Wis.; Bennett Medical College, 
Chicago, 1901; past president of the Wood County Medical 
Society and the Marathon County Medical Society; formerly 
practiced in Mosinee, where he was a member of the school 
board; died in St. Mary’s Hospital May 3, aged 80, of extradural 
hematoma due to a head injury sustained in a fall and broncho- 
pneumonia. 


Jones, Thomas Amos, Kansas City, Mo.; Howard University 
College of Medicine, Washington, D. C., 1906; died June 19, 
aged 74, of chronic parenchymatous nephritis. 


Kinne, John Baxter ® Aberdeen, Wash.; Rush Medical College, 
Chicago, 1906; fellow of the American College of Surgeons; 
veteran of the Spanish-American War and World War I; on the 
staff of St. Joseph’s Hospital; died July 20, aged 76, of cerebral 
thrombosis. 


Kiss, Eugene I., Pearl River, N. Y.; Magyar Kiralyi Pazmany 
Petrus Tudomanyegyetem Orvosi Fakultasa, Budapest, Hungary, 
1914; died in the Nyack (N. Y.) Hospital May 13, aged 68, of 
cerebral thrombosis. 


Knox, Edwin Stanton ® Paoli, Ind.; Medical College of Indiana, 
Indianapolis, 1895; formerly practiced in Indianapolis, and for 
some time served as Marion county deputy coroner; died in 
French Lick, June 20, aged 84, of cerebral hemorrhage. 


Koppel, Wiliiam, Boston; Tufts College Medical School, Boston, 
1919; member of the New England Pediatric Society; served 
during World War II; associated with the Veterans Administra- 
tion; died in the Veterans Administration Hospital Aug. 5, aged 
59, of amyloidosis. 


JAMA. Oct. 9, 1954 


Lingenfelter, Claude A., Bucyrus, Ohio; New York Homeopathi. 
Medical College and Hospital, New York, 1906; served dys, 
World War I; on the staff of the Bucyrus City Hospitg). Ps 
Aug. 17, aged 70, of uremia. 7 


Little, John A., Evanston, Ill.; Rush Medical College, C 
1898; died in Burbank, Calif., June 7, aged 85, 
thrombosis with encephalomalacia. 


hicaog, 
Of cerebral 


Luchsinger, Harry Warner © Housatonic, Mass.; Albany (\ Y) 
Medical College, 1894; in 1916 was named a member oj the 
board of health of Great Barrington and served in that capacity 
for many years; vice-president of the Housatonic Nationa] Bank: 
affiliated with Fairview Hospital in Great Barrington. where be 
died July 30, aged 81, of heart disease and arteriosclerosi 


McCarty, Edward Michael, Cambridge, Mass.; College of Phy. 
cians and Surgeons, Boston, 1905; formerly practiced in Some: 
ville, where he was for many years city physician: died Aus } 
aged 80, of arteriosclerosis. “7 
McElroy, Arthur Perritt ® Union, S. C.; Medical College of 
the State of South Carolina, Charleston, 1907; formerly vice. 
president of the South Carolina Medical Association: died Aup 
10, aged 78. 1 


MacElroy, John Rankin ® Jonesville, N. Y.; Albany (N. y) 
Medical College, 1894; past president of the Saratoga Couns 
Medical Society and the New York State Health Officers Aso. 
ciation, of which he was also vice-president; for many year 
county health officer and school physician; served two terms as 
supervisor of the town of Clifton Park, and at one time was 
chairman of the Saratoga County Board of Supervisors; pay 
president of the alumni association of his alma mater: died jp 
Ellis Hospital in Schenectady Aug. 3, aged 81. 


McFarling, Alonzo C. ® Shawnee, Okla.; Fort Worth School of 
Medicine, Medical Department of Fort Worth University, 1909: 
on the staffs of the Shawnee Municipal Hospital and the Baxter 
Hospital, where he died July 29, aged 76, of coronary disease 


Mackoy, Frank William © Milwaukee; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; specialist certified by the American Board of 
Radiology; member of the National Gastroenterological Ass 
ciation, Radiological Society of North America, and the Amer 
can College of Radiology; served during World War J; at on 
time on the faculty of Marquette University School of Medi 
cine; on the staff of the Sacred Heart Sanitarium, where he died 
Aug. 17, aged 74, of coronary thrombosis. 


Meichner, Frederick Henry © Long Island City, N. Y.; Long 
Island College Hospital, Brooklyn, 1909; member of the Ameri 
can Academy of Pediatrics; died June 6, aged 68, of acute 
coronary occlusion. 


Merriam, Maxwell S. © Brooklyn; Long Island College Hos 
pital, Brooklyn, 1920; specialist certified by the American Board 
of Obstetrics and Gynecology; fellow of the American Colleg 
of Surgeons; affiliated with the Maimonides Hospital: died 
Saranac Lake (N. Y.) General Hospital Aug. 9, aged 57. 


Messinger, Herbert Borchard © Napa, Calif.; McGill Universiy 
Faculty of Medicine, Montreal, Canada, 1931; fellow of the 
American College of Surgeons; served during World War II; 00 
the staff of the Parks Victory Memorial Hospital; died in S 
Luke’s Hospital, San Francisco, July 21, aged 53, of myocardial 
insufficiency. 

Middlebrooks, Chester Overton ® Athens, Ga.; Atlanta Collegt 
of Physicians and Surgeons, 1907; served during World War! 
on the staffs of St. Mary’s and Athens General hospitals: died 
July 21, aged 71, of cerebral thrombosis, arteriosclerosis, atl 
diabetes mellitus. 


Miller, Samuel Irving ® Houston, Texas; University of Te 
School of Medicine, Galveston, 1938; specialist certified by th 
American Board of Internal Medicine; an associate member af 
the American College of Physicians; assistant professor of clif* 
cal medicine at Baylor University College of Medicine; served 
during World War II; affiliated with Hermann Hospital, Jefit- 
son Davis Hospital, and Southern Pacific Hospital; on the si 
of the Methodist Hospital, where he died July 11, aged 41, 
reticulum cell sarcoma of the right femur. 
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\fintz, Samuel Charles, Norwood, Mass.; Tufts College Medical 
school, Boston, 1907; served on the staff of Beth Israel Hospital 
and Massachusetts General Hospital in Boston; died in Nor- 
<a Hospital July 30, aged 70, of spontaneous pneumothorax. 


Moray, Robert D. C., South Milwaukee, Wis.; Milwaukee Medi- 
asl College, 1905; formerly health commissioner of the city of 
South Milwaukee for several terms; died in the Milwaukee 
County General Hospital June 30, aged 77, of arteriosclerosis. 


Musselman, Wendell Holmes ® Burlingame, Calif.; University 
of California Medical School, San Francisco, 1927; at one time 
an officer in the regular Navy; formerly part owner of the South 
San Francisco (Calif.) Hospital; died Aug. 7, aged 54. 












Newlon, John Seevers ® Nevada, Mo.; University Medical 
College of Kansas City, Mo., 1908; formerly practiced in Butler, 
where he was city physician and secretary and member of the 
board of health; died in the Research Hospital, Kansas City, 
July 13, aged 71, of acute coronary thrombosis and arterio- 









sclerosis. 

Pessl, Paul David ® Chicago; Medizinische Fakultat der Univer- 
sitit, Vienna, Austria, 1923; died in the Columbus Hospital 
Aug. 19, aged 64, of cerebral thrombosis and coronary arterio- 







sclerosis. 

Rademaker, Lee Albert ® Salisbury, Md.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1928; specialist certi- 
fied by the American Board of Surgery; fellow of the Inter- 
national College of Surgeons and the American College of 
Surgeons; affiliated with Nanticoke Memorial Hospital in Sea- 
ford, Del., and the Peninsula General Hospital; died in the 
Passavant Memorial Hospital, Chicago, Sept. 8, aged 51, of 
dissecting aneurysm of the aorta. 

Ragan, Ashland McAfee, Edwards, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1907; died in Jackson Aug. 9, 
aged 70. 

Rhodius, Eustachius George, St. Louis; St. Louis College of Phy- 
sicians and Surgeons, 1896; died in the Evangelical Deaconess 
Hospital June 2, aged 86. 

















Rickards, Ernest Arlington @ Seattle; Medico-Chirurgical Col- 
lege of Philadelphia, 1903; died recently, aged 80. 
Ricks, Leonard E, @ Fairmont, N. C.; Medical College of 


Virginia, Richmond, 1896; died in the Robeson County Me- 
morial Hospital, Lumberton, May 19, aged 83, of uremia. 


Ryals, Charles Howell © Dellwood, Fla.; Medical College of 
Georgia, Augusta, 1903; died in Jackson Hospital, Marianna, 
May 3, aged 78, of a cerebral accident. 












Shepard, Clarence Edward © Sulphur Grove, Ohio; Starling- 
Ohio Medical College, Columbus, 1909; for many years member 
of the county board of health; died in St. Elizabeth Hospital, 
Dayton, July 14, aged 70, of bronchopneumonia and myocardial 
infarction. 









Smith, Joel Francis ® Brooklyn; Long Island College Hospital, 
Brooklyn, 1937; served during World War Il; affiliated with 
Midwood and Victory Memorial hospitals; died in Warwick 
(N. Y.) General Hospital July 29, aged 44, of a heart attack. 


Smith, Lawrence Richard @ Watertown, N. Y.; Albany (N. Y.) 
Medical College, 1927; city health officer; affiliated with the 
House of Good Samaritan and the Mercy Hospital; died July 
21, aged 52, of coronary thrombosis. 












Smolezynski, Karol M., Chicopee, Mass.; Chicago College of 
Medicine and Surgery, 1912; formerly a trustee of Chicopee 
Public Library and a member of the board of health; died in 
Springfield July 20, aged 64, of congestive heart failure. 









Spoon, Samuel Clarence Jr. ® Burlington, N. C.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1918; died June 2, aged 58, of cerebral 
thrombosis. 


Stalker, Harry Alexander @ Pondcreek, Okla.; Rush Medical 
College, Chicago, 1896; died in St. Mary’s Hospital, Enid, July 
18, aged 82, of carcinoma of the rectum, hypertrophy of the 
Prostate, cerebral hemorrhage with right hemiplegia, and dia- 
betes mellitus. 
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Stallings, Thomas Wesley ® Tulsa, Okla.; Louisville (Ky.) Medi- 
cal College, 1905; formerly health officer of Tulsa County; 
affiliated with Hillcrest and St. John’s hospitals; died in Mercy 
Hospital July 15, aged 76, of cerebral hemorrhage. 


Stell, Jack Sidney ® Hot Springs National Park, Ark.; Tulane 
University of Louisiana School of Medicine, New Orleans, 1917; 
past president of the Garland County Medical Society; served 
during World War I; formerly on the staffs of the Methodist and 
Levi Memorial hospitals; at one time chief of staff at St. Joseph's 
Infirmary; died July 31, aged 65, of pulmonary embolism. 


Stephenson, Robert A. © Flint, Mich.; Columbia University 
College of Physicians and Surgeons, New York, 1918; died in 
the Hurley Hospital June 14, aged 62, of acute myocardial 
infarction. 


Stevens, Eugene Leslie © Belfast, Maine; Medical School of 
Maine, Portland, 1892; for many years on the staff of the Waldo 
County Hospital, of which he was one of the organizers; died 
July 24, aged 88, of coronary thrombosis. 

Stone, Eldon Wright ® Bowling Green, Ky.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1915; served over- 
seas during World War I; on the staff of the Bowling Green- 
Warren County Hospital, where he died July 22, aged 62, of 
hypertensive arteriosclerotic heart disease. 

Sullivan, Lester Lee, Waldron, Ark. (licensed in Arkansas in 
1903); died July 20, aged 83, of a heart attack. 

Tulin, Philip @ Bristol, Pa.; Jefferson Medical College of 
Philadelphia, 1935; member of the Industrial Medical Associ- 
ation; served during World War II; died Aug. 2, aged 44, of 
polycythemia vera. 

Van Becelaere, Lawrence Henry © Ecorse, Mich.; Detroit Col- 
lege of Medicine, 1917; died June 8, aged 60, of coronary 
thrombosis. 


Voss, Frederick John ® Philadelphia; Jefferson Medical College 
of Philadelphia, 1894; an examiner for a life insurance company; 
died in Northeastern Hospital Aug. 17, aged 82, of arterio- 
sclerotic heart disease. 

Vroman, Mason E. @ Port Huron, Mich.; Detroit College of 
Medicine, 1904; died June 22, aged 80, of myocardial degenera- 
tion. 


Wall, John Young, Waverly, Tenn.; Mississippi Medical College, 
Meridian, 1912; died April 27, aged 74, of pneumonia and 
diabetes mellitus. 


Warner, Harry Jackson ® Medical Director, U. S. Public Health 
Service, retired, Lemon Grove, Calif.; George Washington 
University School of Medicine, Washington, D. C., 1907; retired 
from the U. S. Public Health Service Aug. 1, 1944; died in the 
Paradise Valley Hospital in National City, July 26, aged 74, of 
adenocarcinoma of the head of the pancreas. 


Watson, Berton G., Benton Harbor, Mich.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1888; at one time city 
health officer; died in the Mercy Hospital July 22, aged 86, of 
cerebrovascular hemorrhage. 

Wiley, Harry Josiah © Huntington Park, Calif.; University Medi- 
cal College of Kansas City, 1904; on the staff of the St. Francis 
Hospital in Lynwood; died June 9, aged 72, of cerebral 
thrombosis. 

Williams, Edward Burrson ® Montezuma, lowa; Missouri Medi- 
cal College, St. Louis, 1899; died Aug. 15, aged 85, of senility. 


Williams, Isaac Elmer, St. Mary’s, Ohio; Kentucky School of 
Medicine, Louisville, 1892; died in St. Mary’s Hospital July 3, 
aged 87, of coronary thrombosis. 


Witkoff, Benn ® Hasbrouck Heights, N. J.; Eclectic Medical 
Institute, Cincinnati, 1928; on the staff of the Hasbrouck Heights 
Hospital; died June 28, aged 53, of injuries received when the 
automobile in which he was driving was struck by a train. 

Witte, Kenney Lyght ® Leland, Miss. (licensed in Mississippi in 
1907); served as mayor; affiliated with City Hospital, where he 
died Aug. 17, aged 72, of coronary occlusion. 








ARGENTINA 


Recent Meetings.—The Fourth International Congress of Can- 
cerology was held in Sao Paulo, Brazil, in July. Many dis- 
tinguished foreign cancerologists were officially invited by the 
Institute of Experimental Medicine (Cancer Institute) of the 
Medical School of the University of Buenos Aires and the 
Atomic Energy Commission to a conference in Buenos Aires. 
Dr. George T. Pack of New York was honorary director of the 
conference. The Second International Congress of Thoracic Sur- 
gery was held in Buenos Aires in August. Its honorary president 
was Dr. Jorge Taiana, professor of thoracic surgery in the medi- 
cal school of the University of Buenos Aires. 





Excessive Number of Medical Students.—The overcrowding of 
the medical schools is increasing. This year, in the Faculty of 
Medicine of Buenos Aires the number of students was about 
12,000. This is the largest population of medical students in one 
school in the world. The students can be examined every month 
in each of the basic sciences. The requirements for entrance 
into Argentina’s seven medical schools have been made more 
severe. 


New Minister of Public Health—With the reorganization of 
the government, the Ministry of Public Health has been united 
with the Ministry of Social Welfare, and Dr. Ratil Bevacqua has 
been named minister. 


Decorations.—The Argentine government conferred the Order 
of Merit on the following American physicians: G. T. Pack, 
J. L. Poppen, and Max Thorek. 


ENGLAND 


High Altitude Research.—The report of the Medical Research 
Council for the year 1952-1953 contains a review of the part 
played by members of the staff of the council in preparing for 
Sir John Hunt’s conquest of Mount Everest last year. The basis 
for the preparations for the 1953 expedition was the experience 
gained in the expedition to Cho Oyu in 1952, organized by the 
Joint Himalayan Committee of the Alpine Club and the Royal 
Geographical Society, and the unsuccessful Swiss Everest ex- 
pedition in the same year. Both these expeditions had gone 
straight up to high altitude with deleterious effects. Thus, the 
Swiss expedition, in attempting to climb from 22,000 to nearly 
26,000 ft. in one day, had become so exhausted that only one 
of their number, with a Sherpa, was able to make an attempt 
on the summit. The Cho Oyu party was also insufficiently ac- 
climatized and suffered badly from diarrhea and upper respira- 
tory infection during the first month at high altitude, when the 
attempt to climb the mountain was being made. It seemed 
probable that these infections were contracted from the local 
inhabitants and the Sherpa porters. It was therefore recom- 
mended that the members of the 1953 expedition should spend 
a month in the Himalayas in order to pass through the stage of 
initial infections before going on to the mountain itself. 

Work done at 20,000 ft. on Cho Oyu in 1952 showed that the 
main effects of extra oxygen were a reduction in fatigue and 
sense of effort during work and a 20% to 40% reduction in 
the volume of respiration. It was also found that men were able 
to sleep comfortably all night wearing their oxygen masks. The 
benefit obtained from oxygen was far greater at a flow rate of 
10 than at 4 liters per minute, the minimum required for a 
noticeable effect at 20,000 ft. Those taking part in these experi- 
ments were convinced that at least 4 liters per minute would 
be needed on Everest if open circuits were used. 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 
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New open circuit sets were evolved that weighed 28 Jb. and 
were equipped with two light alloy cylinders, each containing 
800 liters of oxygen. The amount of oxygen finally sent out to 
Nepal was 193,000 liters (compared with 28,000 liters in 19>) 
and 30,000 liters taken by the Swiss in 1952). Seventeen of the 
160 cylinders were found to have leaked on arrival. Of the 
150,000 liters left, one-third was used for training; at the end 
of the expedition 16,000 liters was left unused. The climbers 
wore their masks for part of each day on the approach march, 
and training ascents were made with both open and closed circuit 
sets. They also learned to sleep comfortably wearing a igh 
BOAC mask and breathing 1 liter of oxygen per minute. The 
open circuit sets worked satisfactorily. A flow rate of 2 liters of 
oxygen per minute was found adequate for descent and for the 
second man on the rope during ascent, but 4 liters was needed 
by the leader while cutting steps or making tracks. On their nal 
climb to the summit Hillary and Tensing found a rate of 3 liters 
per minute sufficient. Hillary experienced no unpleasant effects 
when he removed his mask on the summit for 10 minutes to take 
photographs, but at the end of this time he realized that his 
movements were becoming clumsy and his thinking muddled. 
The closed circuit sets were also used successfully and had a 
greater effect on the climbing rate than the open circuit sets: 
in their climb of 3,000 ft. to the south summit (28,700 ft.) 
Bourdillon and Evans averaged 930 ft. per hour for the first 
hour and a half, which under prevailing conditions was com- 
parable to Alpine standards. Above 26,000 ft. the fact that the 
inhaled air was warm and moist proved a great advantage, but 
the sets were more difficult to use than the open circuit sets, and 
Bourdillon thought that he suffered some loss of acclimatization 
on prolonged use of them. 

Work rate was not significantly improved by the use of oxygen 
up to 22,000 ft., but above this altitude the improvement in 
climbing rate became increasingly evident. At all altitudes above 
18,000 ft., endurance was greatly enhanced. Breathing was easy, 
there was less sense of effort, and fatigue at the end of the day 
was markedly diminished. More prolonged exertion was pos- 
sible in a day with the help of oxygen than without it. Oxygen 
at night induced warmth and sleep and provided recovery from 
fatigue. Its use even for a few hours at night was thought to 
have played an important part in reducing physical deterioration 
during the assault phase. 

In the past, Himalayan expeditions have usually subsisted on 
local foodstuffs supplemented with bulk stores taken out from 
England. For the 1953 expedition it was decided to break with 
tradition and use composite rations of the type supplied to the 
armed forces. Special cookers were designed to ensure an ade- 
quate supply of water at high camps, and pressure cookers, the 
advantage of which had not been hitherto fully appreciated, 
were provided to make the cooking of meat and potatoes possible 
at and above the base camp at 18,000 ft. Two types of rations 
were taken: (1) a general-purpose composite ration packed in 
14 and 28 man day units, with tinned foods used to achieve 
palatability and variety, and (2) an assault ration for use above 
20,000 ft., in which every effort was made to restrict weight and 
bulk; most of these foods were vacuum-packed. To cater to the 
personal idiosyncrasies shown by men at very high altitudes, 
each climber was asked to choose beforehand one or more foods 
he thought he would be able to eat at the high camps. These 
were packed in “luxury boxes,” the idea being that each climber, 
before going high, would reject those items he did not want 
from his assault ration and substitute the “luxuries” of his choice. 

On the whole, the rations proved satisfactory. The general- 
purpose ration, supplemented with yak meat, mutton, and 
potatoes, was eaten up to 21,000 ft. Fluid and salt requirements 
were well met, and there was no evidence of significant fluid 
deficiency, even during the assault phase. The caloric intake 
between 20,000 and 21,300 ft. was much more than at corre- 
sponding heights in 1952. This is attributed to a combination 
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ctors including better acclimatization, the provision for nor- 
ooking at high camps, and the variety and palatability of 


of fa 





mal ¢ 
the food. ; ; 

The provisions for protective clothing and equipment included 

single cotton-nylon fabric for tents and windproof clothing. 
particular attention was paid to the fit of garments. The main 
iasulating garments were the quilted down jacket and trousers, 
which were light and warm and easily packed into a small space 
» the rucksack. Silken inner gloves, woolen mitts, and outer 
windproof mitts of specially woven cloth were provided for the 
srotection of the hands, and the assault parties wore very large 
jown mitts. The high altitude boots, worn above 20,000 ft., 
weighed 442 Ib. The soles were relatively thin, consisting of 
nicrocellular rubber on felt, and the uppers were padded with 
kapok. To keep the kapok dry, the inner layer of the uppers 
was of a waterproof rubberized fabric, and the outer leather 
laver Was also covered with a loose rubberized fabric. The in- 
lation was so good that no climber suffered from cold feet— 
far less frostbite. 

The essential features of the sleeping bags were: (1) outer 
and inner compartments for use in the wide range of climatic 
conditions encountered; (2) a total of at least 8 Ib. of down; 
and (3) adequate size. The bags were long enough to pull over 
he head and wide enough to allow a man to turn over inside the 
hag, and for this a slippery nylon lining was found to be an 
xivantage. The climbers suffered severely from cold on the south 
-ol, but this was due to their leaving behind the inner com- 
ponent. Fortunately the temperature fell to only -25 C, not the 
_4) C that had been forecast. Sleeping mats were of the inflat- 
able type, based on a design developed during the war that gives 
better insulation and eliminates the characteristic bouncing effect 
experienced by a person turning over on the ordinary type of 
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the fact that in the first month after reaching Thyangboche 
13,000 ft.) the average loss of weight was only 2 Ib., compared 
with 11 lb. in the corresponding period in 1952. During the 
second month, spent for the most part above 20,000 ft., the 
average loss of weight in the five men for whom records are 
available was 4 Ib. 











Poliomyelitis Memorandum.—The Ministry of Health and the 
Department of Health for Scotland have published a medical 
memorandum on poliomyelitis that has been distributed to all 
health officers. Between 1912 and 1947 the lowest incidences 
were in 1918, when there were 228 cases in England and Wales, 
and in 1935, when there were 24 cases in Scotland. In the epi- 
demic years 1920 and 1938 there were 1,297 and 1,585 cases, 
respectively, in England and Wales. The country experienced its 
first country-wide epidemic in 1947, and there have been wide- 
spread epidemics in 1949 and 1950. On being informed of a case 
the health officer or his representative visits the patient’s home 
and helps to get him into a suitably equipped hospital, if this 
has not already been done. To avoid exhaustion, which may 
increase the risk of paralysis and of asphyxia in respiratory 
cases, ambulance journeys should be as short as possible and 
should never exceed one hour in duration. Home isolation should 
only be permitted in exceptional circumstances. After the pa- 
ient’s removal, chemical disinfection of his room or the ambu- 
lance is unnecessary. General cleaning and airing will suffice. 
Those who have had poliomyelitis should not be allowed to 
ieturn to a community of susceptible children such as a nursery 
or school until six weeks after the onset of the disease. This 
does not preclude a return to the house from which they were 
removed, in which event the interval should not be less than 
three weeks, 

































In dealing with contacts it is recommended that adults who 
have been in close contact with a person who has poliomyelitis 
should, for at least three weeks after last exposure, avoid un- 
necessary meetings outside their home or business circles and 
take complete rest if feeling ill. Normal measures, such as ade- 
quate ventilation, directed against droplet infection are of im- 
portance, and more than usual attention should be paid to hand 
tygiene for six weeks or more. The institution of quarantine 
measures in the case of adults is not justified in the normal out- 
break. Modified quarantine, obtained by persuasion, might, how- 
ever, be applied with advantage in special circumstances. For 
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example, when poliomyelitis is first recognized in an isolated 
community that has been free from the disease for some time, 
intimate adult contacts might be advised to adopt “home and 
garden quarantine” for three weeks. Such action might well stop 
an outbreak in the locality. The type of employment must also 
be taken into consideration in considering quarantine for adult 
contacts. For instance, if a close adult contact is employed in 
a community of children, he should be suspended from work 
for a period of three weeks. In the case of children, intimate 
contacts should be under “home and garden quarantine” when- 
ever possible for three weeks from the latest date of possible 
infection. 

Bathing in sewage-polluted rivers should be discouraged. In 
public baths where ordinary or residual chlorination is in use, 
a residual chlorine level of at least 0.2 ppm should be main- 
tained at all points, not exceeding 0.5 ppm at the inlet. Where 
break-point chlorination is used, 0.3 ppm of residual chlorine 
can be maintained without complaints from bathers. Unneces- 
sary gatherings of children are considered undesirable when 
the disease is prevalent. Closing of baths, cinemas, fairs, etc. 
is not ordinarily advocated, but persons should not travel for 
such gatherings to or from an area where there is an outbreak. 

The recommended rules for schools are that all family con- 
tacts should be excluded from school for a period of 21 days. 
This means “all schoolchildren, teachers, school nurses, school 
meal workers, clerical assistants, and caretakers in whose house- 
hold a case has occurred. Similarly, close school contacts of an 
affected schoolchild who have been in contact with him up to five 
days before the onset of his illness should be excluded for the 
same period.” Children who have recovered from an attack 
should not be allowed to return to school until six weeks after 
the onset of the illness. An infants’ department or school is 
more likely to be the center of infection than any other type, 
and, if such is the case, during an epidemic public opinion may 
force closure of the school, but closure of specified classes is 
preferable. In the case of nursery schools and classes, on the 
occurrence of the first case parents should be informed and the 
school or class closed. Generally, the reopening of schools should 
not be postponed, but such postponement may be desirable in the 
case of residential schools. On the other hand, it should rarely 
be advisable to close a residential school in which poliomyelitis 
has appeared, as dispersal provides no protection to the pupils 
and may only disseminate the infection. The school, however, 
should be placed in immediate quarantine and all visits and 
outings temporarily cancelled. No further admission should be 
accepted and no new staff should be engaged. 

The postponement of tonsillectomy when poliomyelitis reaches 
unusual proportions in a locality is strongly advised. On inocu- 
lation against whooping cough and diphtheria the advice is, “In 
the meantime it is suggested that immunization schemes in the 
locality of an outbreak should be postponed. . . . Only occa- 
sionally should it be necessary to do this throughout a county 
or over a wide area. Should it be decided, however, to continue 
immunization it is recommended that tincture of iodine should 
be used for preparing the skin and that, if possible, a separate 
heat-sterilized syringe and needle should be used for each pa- 
tient.” Although there is litthke evidence that tooth extractions 
may predispose to bulbar poliomyelitis, nevertheless, as with 
ear, nose, and throat surgery, the possibility should be kept in 
mind by dentists undertaking nonurgent extractions in areas of 
epidemic prevalence. 

Of passive immunization with gamma globulin it is stated, 
“This means of protection may be of some value if given to the 
following classes. (1) Nurses and medical students who are to 
be closely associated with the nursing of early cases, and who, 
as far as is known, have not been in contact with the infection 
previously. It is intended that only one injection should be given, 
and this prior to their going on to the wards. (2) Babies in 
hospitals or maternity homes who, soon after birth, are ex- 
posed to infection. (3) Children in a hospital ward in which a 
case of poliomyelitis develops—especially children who have 
recently undergone tonsillectomy.” As the amount of gamma 
globulin in this country is limited, for the present material will 
only be available for the injection of persons in these categories 
“or when there is a very unusual epidemiological situation.” 
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Carcinoma of the Lung.—Dr. Ewarts A. Graham of St. Louis 
delivered the second Sir John Fraser lecture at the University 
of Edinburgh in May. He described work done in collabora- 
tion with Dr. Wynder that negated the suggestion that exposure 
to gasoline or its products of combustion might be a factor in 
the cause of bronchogenic cancer. They found that there was 
no significant increase in the disease in garage attendants, auto- 
mobile mechanics, chauffeurs, and oil field workers. Dr. Graham 
then described his experiments with Wynder and Croninger on 
the experimenial production of cancer in mice by painting them 
with tobacco tar. A machine was devised for smoking 60 cig- 
arettes at a time, and the tar was precipitated by sudden cool- 
ing of the smoke. This tar was dissolved in acetone and painted 
on the skin of a special breed of mice obtained from Dr. Little’s 
Jaboratory at Bar Harbor, Maine, and known to be free from 
spontaneous skin tumors. Of these mice papillomas developed 
in 59% and epidermoid cancer of the skin in 44.4%. The aver- 
age time taken for the appearance of the cancer was 71 weeks, 
or about half the average life span of the mouse; this corre- 
sponds to the 30 to 50 years of smoking in human beings that 
Dr. Graham thinks is a contributory factor in the cause of 
bronchogenic carcinoma. He admits that the proof of a causa- 
tive relation between excessive cigarette smoking and broncho- 
genic carcinoma is not absolute but nearly so. To prove the 
relation conclusively, human volunteers would have to be will: 
ing to have a bronchus painted repeatedly for 20 to 25 years 
with cigarette tar and willing to spend their life in isolation to 
exclude other possible factors. An alternative would be to use 
a large animal, such as a dog, with a bronchial fistula. 

Dr. Richard Doll and Dr. Bradford Hill, of the Statistical 
Research Unit of the British Medical Research Council, have 
produced further evidence to show that tobacco smoking plays 
some part in the causation of bronchogenic cancer (Brit. M. J. 
1:1451, 1954). In October, 1951, they sent out a simple question- 
naire to nearly 60,000 men and women on the medical register 
of Great Britain asking them their smoking habits. They were 
asked whether they were at the time smoking, whether they had 
smoked but had given it up, and whether they had never smoked 
regularly (not more than one cigarette or its equivalent in pipe 
tobacco a day). The regular smokers were also asked when they 
started smoking, how much they smoked, and what form of 
tobacco they smoked. In previous studies on this problem, the 
smoking history of patients with cancer of the lung has been 
compared with that of control patients or subjects not suffering 
from the disease. The present study is a “prospective” approach, 
the subjects first being grouped according to their smoking his- 
tory and the occurrence of pulmonary cancer in the various 
groups determined after a known interval. Of the 60,000 phy- 
sicians questioned, about 40,000 replied. After an interval of 
nearly two and a half years, particulars of the cause of death 
of 789 physicians who answered the questionnaire and who died 
during the period were obtained from the register of births and 
deaths. Particulars of only those over 35 years of age were 
obtained, as cancer of the lung under this age is very rare. Of 
the 789 deaths, 36 were reported as caused by pulmonary can- 
cer, and, in 33, the diagnosis was confirmed by methods other 
than clinical. Every one of the 36 was a regular smoker, and 
most smoked at least 15 cigarettes a day. The death rate per 
1,000 from cancer of the lung was nil in the nonsmokers, but 
in those smoking 25 cigarettes (or equivalent in pipe tobacco) 
or more a day the death rate was 1.14 per 1,000. A similar 
but less steep rise was also seen in the death rate from coronary 
thrombosis (3.89 per 1,000 in nonsmokers and 5.15 in the 
heaviest smokers). For all causes of death there was an excess 
mortality among physicians who smoked 25 cigarettes (or 
equivalent in pipe tobacco) or more a day. The study also re- 
vealed that, of the 36 who died from bronchogenic cancer, the 
majority were cigarette and not pipe smokers. Although the 
number of deaths was small, the mortality from pulmonary 
cancer was directly proportional to the amount of tobacco 
smoked. 

Dr. E. Cuyler Hammond and associates have just given a 
preliminary report of a similar investigation. He states that 
after the age of 50 years cigarette smokers have almost twice 
as high a death rate from all causes as nonsmokers and that 
there is a causal relationship between cigarette smoking and all 
forms of cancer. 


J.A.M.A., Oct, 9, 1954 


The shares of tobacco firms have recently fallen on the Brit 
stock market. The shares of Imperial Tobacco Company ri 
a “paper” loss of £25 million this year and British Atmericn 
Tobacco, a loss of £21 million. Tobacco sales are falling Off fo, 
the first time in 21 years. Even so, the British Chancellor 
the Exchequer, Mr. Butler, collected £625 million from Py 
British smokers last year—one-seventh of the cost of runnine 
the country. 8 


Treatment of Hypertension and Thrombosis.—A{ {he annual 
meeting of the British Medical Association the medica] treatmes 
of hypertension was discussed. Dr. Geoffrey Bourne of Lente: 
said that blood pressure readings are often fallacious because of 
incorrect positioning of the patient or because the patien; ; 
nervous or obese. Hypertension is significant when, in additigy 
to a raised diastolic pressure, there are changes in the electro. 
cardiogram and the retinal arteries and the heart is enlarge 
Benign hypertension rarely causes symptoms or requires treat 
ment. Progressive or malignant hypertension, which js amenable 
to treatment, does not respond to drugs of the hexamethoniym 
series given by mouth because of unpleasant side-effects, Pen. 
pyrrolidinium gives better results. The initial dose of this dryo 
should be small. Sympathectomy has failed, although jt ios 
helped some patients. Great harm may be done by repeated 
blood pressure readings, particularly when the results are com. 
municated to the patient. Dr. J. Gibson Graham of Glasooy 
said that the commonest symptom of hypertension is dyspne, 
The retinal changes depend on the rapidity of onset of the 
disease and the level of the diastolic pressure. Hypertension js 
a result of stress and strain, which probably produces high 
blood pressure by stimulating the higher centers through the 
hypothalamus, the sympathetic system, and the adrenal cortey. 
in the early stages of the disease activity should be modified 
and caloric and salt intake should be reduced. Only if these 
measures fail should hexamethonium compounds, hydralazine 
(Apresoline), rauwolfia alkaloids, and veratrine be used. Medical 
treatment is better than sympathectomy. According to Dr. G. B, 
Shaw of Glasgow, there is no effective method of controlling 
hypertension in its early stages. Persons with early hypertension 
should be kept under observation and, if they are women of 
child-bearing age, should be warned against pregnancy. Hex 
methonium drugs help to prolong life in patients with malignant 
hypertension but are of little use in long-term treatment. In- 
telligent patients can be taught to give themselves injections of 
these drugs. 

Discussing the use of anticoagulants in the treatment of 
coronary thrombosis, Prof. R. B. Hunter of Dundee said that 
heparin is the safest anticoagulant in coronary disease unless a 
bleeding source is present. It can be safely given in general 
practice. Injections should be given every six hours until the 
patient is admitted to the hospital. Anticoagulants reduce the 
risk of thromboembolic complications in all types of patient. 
Dr. A. Brown said that anticoagulants had not reduced the 
number of deaths taking place within 24 hours of admission to 
the hospital. The disadvantage of anticoagulant treatment in the 
home is the risk of hemorrhage, which may occur without care- 
ful laboratory control of the prothrombin time. 


Drugs and Driving.—Two new drugs have recently come under 
censure because their use is inadvisable by drivers of automo- 
biles. The unrestricted sale of a new hypnotic, meparfynol 
(Oblivon), to the public was severely criticized by the Home 
Office pathologist, Dr. D. Haler, when giving evidence in the 
case of a man charged with driving under the influence of drugs 
and alcohol as a result of which an accident occurred. The 
driver said that he had seen a newspaper article about a new 
drug called Oblivon that said: “It will do anything for you, 00 
overdose, no hangover.” On the day of the accident he had 
several drinks of gin and bought a box of the drug, taking al 
12 capsules. Later in the day he bought another box and took 
eight capsules. After he was arrested he said he remembered 
nothing of the accident that occurred. A police surgeon certified 
that he was unfit to drive. Dr. Haler said that Oblivon had bees 
credited in the lay press with almost magical results. Take? 
in large doses it would accentuate the effect of alcohol. The 
driver was convicted of driving under the influence of alcohol 
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ind drugs, fined, and his license withdrawn for a year. After 
this conviction the council of the Pharmaceutical Society issued 
, statement on the danger of the indiscriminate use or use in ex- 
essive quantities of maparfynol and recommended that it be 
cold on medical prescription only. The council advised pharma- 
-ists to supply it on this basis only. 

Another new drug, chlorpromazine (10-[y-dimethylamino- 
sropyl|-2-chlorophenothiazine hydrochloride), also figured in a 
driving case. At Birmingham a man 45 years of age pleaded 
guilty to driving an automobile under the influence of drugs 
50 that he did not have proper control. The accused said that 
for many years he had been suffering from “nerves,” for which 
his physician had prescribed carbromal. He asked his wife to go 
to the doctor for a further supply of tablets. In addition to 
carbromal, the doctor supplied chlorpromazine. The accused 
had taken these drugs at night. When he awoke he remembered 
jressing, but the next thing he remembered was being stopped 
py the police in his car. The physician giving evidence said he 
thought that the patient was in bed and that any warning about 
the properties of chlorpromazine was unnecessary. The drug 
would have made the patient irrresponsible for his actions. The 
magistrate said that this was an exceptional case. There was 
no question of the accused being under the influence of alcoho! 
ys well as the drug and he was, therefore, discharged on pay- 
ment of court costs on condition that his wife watch him while 
he was taking chlorpromazine. 


The Epileptic Child.—The care and management of the epileptic 
child was discussed in the section of child health of the annual 
meeting of the British Medical Association. Dr. J. R. Davidson 
said that the incidence of epilepsy in children in Britain is 1.7 
per 1,000. Primary in management is to explain the nature of the 
disease to the parents, dispel their fears, get their cooperation, 
and teach the child to accept the situation. The education of 
the child must not be neglected, as over 90% of epileptic chil- 
dren can attend ordinary schools. Special schools are necessary 
only in cases of defective intelligence, behavior problems, or 
repeated fits. Temporary admission to a special institution is 
helpful in giving the parents a holiday. Dr. D. A. Pond said 
that behavior disturbances in epileptic children are compara- 
tively rare—about 1% of all cases. Those with classical petit 
mal are usually passive children; they may be unconsciously 
rejected by their parents. Children with temporal lobe epilepsy 
are aggressive and annoy other persons or have undesirable ob- 
sessions. Temporal lobectomy may produce dramatic results 
when medical treatment fails. The parents of epileptic children 
should be reassured that the epileptic child is not predisposed 
to become a lunatic, murderer, drug addict, or criminal. Emo- 
tional tension at home sometimes increases the number of fits. 
Dr. J. P. M. Tizard of London said that chlortetracycline may 
be worth trying for lightning fits. Dr. Gillingham of Edinburgh 
stated that epileptic attacks may be produced by local cerebral 
injury such as tentorial herniation following birth injuries, 
arterial occlusion, subdural hematoma, cortical thrombophlebitis 
resulting from infection elsewhere, venous sinus thrombosis in 
dehydrated babies, and congenital vascular lesions. Dr. Pond 
said that amphetamine is useful for children with temper tan- 
trums, whether they have epilepsy or not. 


Role of Smoking in Bronchitis.—Dr. Palmer of Middlesex Hos- 
pital, London, has shown that the incidence of bronchitis is 
significantly greater in smokers than in nonsmokers (Brit. M. J. 
1:1473, 1954). A consecutive group of 422 men admitted to the 
Middlesex Hospital from September, 1950, to September, 1952, 
for elective inguinal hernia repair or a partial gastrectomy were 
questioned on their smoking habits. There were 310 smokers 
and 112 nonsmokers. Each patient was examined, a history 
taken, and the chest roentgenogram obtained. The incidence 
of bronchitis diagnosed by any method was greater in the 
smokers than the nonsmokers, the difference between the two 
groups being statistically significant. The incidence of bronchitis 
increased markedly with increased smoking. Palmer is careful 
{0 point out that, in a disease such a bronchitis, smoking can 
be only one of many possible causative factors. Thus some 
30% of the nonsmokers gave a history of bronchitis, and some 
of the heavy smokers did not suffer from the disease at all. 
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Palmer considers that smoking aggravates an existing bron- 
chitis and advises abstinence from tobacco by all who suffer 
from this disease. 


Bureaucratic Control by the Ministry of Health.—Finance 
officers appointed by the Ministry of Health insist on a “unit 
system” in radiological and pathological departments to arrive 
at costs. Their latest report states: “In order to secure that the 
out-patient figures for these two departments for the 1953-4 
costing returns are reasonably comparable with those for previ- 
ous years it has been decided that where the actual numbers 
of specimens or examinations are not known the numbers of 
‘units’ of work for each department will be converted on a 
national basis, for the purpose of the costing return, into num- 
bers of specimens or examinations. The factors to be used for 
this purpose will be determined by the department when forms 
SH3 for 1953 have been collated, and hospital authorities will 
be notified as soon as possible.” 

Apparently, in the eyes of the Ministry of Health, the efficiency 
of the pathological and radiological departments of a hospital 
is based more on their paper returns than on the excellence of 
their work. 


Teething Powders.—Several deaths have occurred as a result of 
giving children so-called teething powders. The Ministry of 
Health has issued a memorandum on the subject to the popular 
magazines. Babies, says the memorandum, seldom, if ever, really 
need teething powders. Most of these powders contain drugs 
that are harmless when taken occasionally but that may be 
harmful if used repeatedly. No mother should take the responsi- 
bility of repeated medication of a baby without medical advice. 
The routine weekly aperient given to babies and young chil- 
dren, whether in powder form or in any other form, is not nec- 
essary. If a mother thinks her baby needs a powder, it is quite 
likely that there is something wrong with the feeding or general 
management of the child. The memorandum continues that 
dosing with powders may only store up trouble for the future 
and that the mother should consult the family or clinic phy- 
sician or ask the health visitor to come to see her if she is in 
doubt. 


Dangers of Overnutrition.—Dr. Hugh Sinclair, director of the 
Oxford University Laboratory of Human Nutrition, described 
the danger of overnutrition at a meeting of the Women Public 
Health Officers’ Association at Oxford, in July. He said that in 
persons who are 10 Ib. (4.5 kg.) overweight the death rate is 8% 
above average; if they are 90 lb. (40.8 kg.) overweight the death 
rate increases to twice the average. An excessive intake of fat 
not only causes obesity but raises the blood cholesterol and the 
incidence of hypertension and cardiovascular disease. A heavy 
baby is not the healthiest, although popular lay and medical 
opinion once believed that this was so. Overfed animals mature 
earlier and die before normally fed controls, and this is possibly 
true of human beings also. Malnutrition, like an iceberg, is 
largely hidden. A vegetarian diet is incomplete for human beings. 
Strict vegetarians have died because of a deficiency of vitamin 
B.», which is only present in animal foods. 


Liver Not a Tonic.—For many years liver has been given paren- 
terally to patients not suffering from anemia for its supposed 
tonic effect. Dr. J. R. O’Brien of Cornwall (British Medical 
Journal 2:136, 1954) has given liver injections to a large number! 
of patients in hospital and general practice and injections of 
saline solution to a series of controls. The patients were suffer- 
ing from a variety of medical and surgical conditions. After a 
course of injections they were asked if they felt better, if they 
were more energetic, if their appetite improved, and if they were 
sleeping better. A cross-over test was done on 86 patients. From 
the subjective results, they could not distinguish between the 
effects of the saline and liver injections. The reported beneficial 
and “tonic” effect of liver would, therefore, appear to depend on 
the suggestibility of the patient and the attitude assumed by the 
physician. Women appear to be more suggestible than men. 


President of Royal College of Surgeons.—Sir Harry Platt was 
recently elected president of the Royal College of Surgeons in 
succession to Sir Cecil Wakeley. Sir Harry, an orthopedist at 
One time, studied at the Massachusetts General Hospital in 
Boston. 
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ISRAEL 


Public Health and Socisceconomic Problems.—I. Kanev, director 
of the Labor Sick Fund (Kupat Holim), stated that health is 
interconnected with social conditions and that both influence 
the national economy and its development. There is a strong 
connection between the standard of living and the incidence of 
disease, as well as between social conditions and life expectancy. 
Seven basic aspects define social and health standards: the stand- 
ard of living and average income, nutrition, health and the in- 
cidence of mass disease, education, housing, employment, and 
longevity. According to Professor Winslow, the world can be 
divided into three zones: the developed countries (the United 
States, Australia, Scandinavia, and a number of western Euro- 
pean countries), constituting only about one-fifth of the world’s 
population; the semideveloped countries (southern and eastern 
European countries, part of South America, and a small part 
of the Middle East), constituting less than one-sixth of the 
world’s population; and the undeveloped or backward countries. 
The average income is $461 per person per year in the developed 
zone, $154 in the intermediate zone, and only $41 in the back- 
ward zone. 

The developed countries have food surpluses, in contrast to 
the undeveloped countries where starvation or semistarvation 
prevails. In the developed zone the people receive a daily aver- 
age of 3,040 calories and in the backward zone, only 2,150. 
Moreover, the decisive factor is not the weight of the food, nor 
even the number of calories, but the nutritional value of the 
food. The fact that most of the world’s population lives on rice 
alone seriously impairs its health and its biological develop- 
ment. Nearly 60% of the world’s inhabitants receive less than 
the required daily minimum of 15 gm. of animal protein, and 
only 22% get the 30 gm. a day that they really need. The same 
may be said of the vitamins and minerals that the human body 
requires. 

Comparative summaries of average life expectancy in the 
various zones are illuminating: a child born in Scandinavia has 
prospects of living till 70, while the expectancy of a boy in India 
is only 30 years. Disease, undernourishment, and poor living 
conditions militate against a person’s chances of reaching middle 
age. From the point of view of average income and of nutrition, 
Israel is a semideveloped country; from the point of view of 
educational standards, housing, and longevity, on the other 
hand, Israel is a developed country. Its health standards fall 
in between. From 70 to 75% of Israel’s population is included 
in the framework of mutual sickness insurance. Two-thirds are 
insured with the Labor Sick Fund. Thanks to this fund medical 
aid has been furnished fairly to the old-timer and the newcomer. 
There has been an encouraging drop in the mortality rate. Al- 
though, during the peak immigration years, infant mortality 
jumped from 29 per 1,000 in 1947 to 51 in 1949, it fell again 
to 36 per 1,000 in 1953. The fact that in immigrant villages 
it dropped from 158 per 1,000 in 1950 to 48 per 1,000 in 1953 
indicates the rapid improvement in the health standard in gen- 
eral. The situation should improve further with the completion 
of facilities for hospitalization and child care. The average life 
span in Israel, according to Professor Bachi, was 66.3 years for 
men and 69.5 years for women in 1950 and rose in 1953 to 
68 years for men and 70.5 for women. 

Mass immigration has brought about a noticeable change in 
the social structure of the population, which, for the most part, 
is unable to apply for treatment to private physicians and is 
therefore in need of public services. There is a division of func- 
tions among various health agencies in this country. The Min- 
istry of Health deals with public health and hospitalization 
Kupat Holim is concerned with the health of two-thirds of the 
population and maintains 850 clinics and a network of hospitals 
in the rural areas. Hadassah maintains the Hebrew University 
Hospital, and Malben accommodates the disabled and immi- 
grants with chronic diseases. The Medical Corps looks after the 
health of the Army. Great progress has been made in maternity 
and infant care, medical service for schools, industrial health, 
and the fight against tuberculosis and trachoma, but not enough 
is being done for the crippled and disabled or in the fight against 
malnutrition and in preventive measures among youth. Such 
diseases as malaria, typhoid, and trachoma have been overcome, 
but all forms of dysentery and many other intestinal disorders 
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are widespread. Only a basic change in sanitary conditions can 
eliminate these. 

Despite the steps taken by the government, Kupat Holim, the 
Disability Fund, and Malben, there is still a severe Shortage 
of hospital beds, especially for patients with mental and gen- 
eral medical conditions, particularly in the northern Part of the 
country. The ratio of accommodation for the growing Popula- 
tion has been maintained with difficulty: there were 5.4 beds 
per 1,000 inhabitants in 1950 and 5.8 per 1,000 in 1953. The 
minimum required is 5 beds for general conditions, 2.5 fo; 
mental conditions, 1 for pulmonary conditions, and 1 for con- 
valescents and patients with chronic diseases—a total of 95 
beds per 1,000 persons (England has 12 and Denmark 14). The 
shortage of medical personnel for the rural areas is a Matter 
of great concern. Over half of Israel's physicians are over 5 
years of age, and scores drop out of the service from year - 
year, but the younger physicians do not go out to serve in the 
villages. Last year, the mobilization of physicians helped syb. 
stantially, but it was of no avail this year. 


NORWAY 


Ambulant Electroshock Tre2tment.—In 1943, Prof. G. Lang. 
feldt of the University Psychiatric Clinic in Oslo courageously 
tried the electroshock treatment of mental patients under ambv- 
latory conditions. At this time the risks of such treatment were 
taken so seriously that ambulant treatment was avoided else- 
where in Scandinavia and was actually forbidden in Sweden. 
Langfeldt was driven to this course by the length of his wait- 
ing list and the consequent risk of suicide and other tragedies 
for mental patients for whom no hospital beds could be found. 
Giving an account of his experience in this field at a meeting 
of the Norwegian Psychiatric Association in Bergen in the sum- 
mer of 1954, he pointed out how he had tried to minimize the 
risks of ambulatory treatment by a searching physical exami- 
nation of every candidate for it. With an average turnover of 
some 400 patients given ambulant treatment every year, he has 
had only one serious mishap. This was due to the faulty healing 
of a fracture of the forearm. There were a certain number of 
fractures of the spine to begin with, but most of them resulted 
in only slight invalidism. In the autumn of 1953, Langfeldt 
brought from the United States a Reiter’s apparatus with which 
he treated 260 patients between October, 1953, and April, 1954. 
This apparatus is devised so that respiration is stimulated by 
the subconvulsive doses of electricity given. Oxygen inhalation 
is consequently never needed, the confusional period is short, 
and the patient usually regains consciousness after five minutes. 
To check his results, Langfeldt sent a questionnaire to the first 
100 patients treated with this apparatus. Four of them did not 
answer, and seven of them had discontinued the treatment pre- 
maturely because they were nervous or had pain in the back. 
Among the remaining 89 patients, 74 had achieved a good re- 
mission. After an interval of three to five months, 59 were stil! 
in remission. The best results were achieved in patients with 
typical endogenous melancholia, but Langfeldt was also pleased 
with some of the results achieved in patients with protracted 
neuroses, obstinate insomnia, and certain psychoses. He appeals 
to general practitioners to bear in mind the advantages of such 
ambulant treatment and not to let their patients suffer for up 
to a year before giving them the benefit of it. 


A Cerebral Palsy Study.—lInvestigations started in 1950 in the 
Scandinavian countries with regard to cerebral palsy have 
already thrown new light on certain aspects of this disease, 
which in Norway alone affects some 1,500 persons under the 
age of 20. It is numerically the most important cause of crip- 
pling, even considering poliomyelitis. At the 11th Scandinavian 
Pediatric Congress held in Oslo in the summer of 1954, Prof. 
Leif Salomonsen and his co-workers of Oslo reported that their 
air encephalograms have often showed signs of damage to cen- 
tral parts of the brain in the form of dilation of the third ven- 
tricle. Of 320 patients there were 66 with manifest signs of 
epilepsy as indicated by convulsions. Of another 176, 20 showed 
“epileptogene” foci without a history of convulsions. These 
patients can be classified as potential epileptics. The obscurity 
still existing with regard to cerebral palsy is indicated by the 
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fact that these observers failed to class one-fourth of their 
patients definitely in any of the four known types of the disease 
(characterized by spasticity, athetosis, rigidity, or ataxia). They 
conclude that some authors include this large group of patients 
in the spastic group and others in the athetotic group, a differ- 
ence of opinion that probably accounts for the great variation 
in the relative frequency of the various clinical types of cerebral 
palsy reported. They find that the main cause of cerebral palsy 
is not so much any cerebral malformation of a genetic char- 
acter nor cerebral developmental inhibition caused by damage 
to the fetus in the embryonic period as anoxemic brain necrosis 
occurring near the time of birth. 





Professor Schreiner Honored.—On the occasion of the 80th 
pirthday of Prof. K. E. Schreiner, his many friends and former 
pupils joined in expressing their veneration for him by the pub- 
lication of a well-illustrated, 423 page book entitled “Aspects 
of Cerebellar Anatomy.” The editors are his colleagues and 
successors, Prof. Jan Jansen and Alf Brodal. The contents of 
this bulky volume represent the results of investigations carried 
out at the Anatomical Institute in Oslo during the last 20 years. 
In addition to chapters written by the editors themselves, there 
are chapters by Fred Walberg, Wilhelm Harkmark, and John 
Torgersen. Since this volume is chiefly concerned with Nor- 
wegian research, it does not profess to be a monograph on the 
anatomy of the cerebellum, and the histology of the cerebellar 
cortex is not treated systematically. For readers who have not 
specialized in the anatomy of the cerebellum, the most interest- 
ing chapter would probably be the introduction by Prof. L. 
Mohr, which gives an eminently human portrait of Professor 
Schreiner. 


The Norwegian State BCG Laboratory.—The report for 1953 
for the Norwegian BCG laboratory shows that it is now under 
the direction of Dr. Ivar Hesselberg. A Swedish strain of BCG, 
obtained from the BCG laboratory in Gothenburg, is now issued 
on alternate weeks, the old Norwegian strain being issued on 
the other weeks. Every week two concentrations of the vaccine 
are issued. The vaccine from the Norwegian strain is issued in 
a concentration of 1 mg. of BCG per milliliter for intracutaneous 
administration and 20 mg. of BCG per milliliter for percutaneous 
administration. The corresponding concentrations of the Swedish 
strain are 0.5 and 10 mg., respectively. For intracutaneous vac- 
cination 17,419 and for percutaneous vaccination 5,732 ampuls 
were issued in 1953, and 87,457 vaccinations were performed. 
Of this number 10,605 were revaccinations. 


PERU 


Course on Cancer.—A course on cancer was presented in August 
by the Neoplastic Diseases Institute in Lima with the coopera- 
tion of cancerologists from all over the world who attended 
the International Congress of Cancer that took place in Sao 
Paulo, Brazil. Dr. Brunschwig of New York performed a 
partial resection of the duodenum and the tail of the pancreas. 
All the surgical demonstrations were televised. Dr. Oleson of 
the United States spoke about the chemotherapy of cancer, re- 
ferring especially to the phosphoramids and puromycin (6- 
dimethyamino-9-[3'-p-methoxy-L-phenylalanylamino-3’-deoxy- 
§-D-ribofuranosyl]-purine). The latter has given results surpass- 
ing those obtained with any other known antimitotic. Dr. Farr 
of New York reported on the treatment of brain tumors with 
radioactive elements by means of the “capture of electrons,” 
which consists of giving a compound of boron-10 intravenously. 
This element is selectively taken up by the brain tumor tissue. 
After 10 or 15 minutes the patient is taken to an atomic battery 
with which his brain is bombarded with slow neutrons, which are 
absorbed by the boron, causing its breaking down into lithium 
and alpha particles. The great quantity of radiation that is 
Produced quickly disseminates into the malignant cells and de- 
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stroys them. Drs. Hayes Martin of New York and Guzman 
Blanco of Venezuela were taken into the National Academy 
of Surgery, and Dr. Brunschwig was nominated as an honor- 
ary member of the Peruvian Society of Obstetrics and Gyne- 
cology. 


Proceedings of the Arequipa Meeting.—The first postgraduate 
course of medical studies ever held in Peru was conducted at 
Arequipa in August. In addition to clinical lectures the prob- 
lem of medical education was discussed. The overcrowding of 
the San Fernando’s Faculty of Lima with the resultant decrease 
in the effectiveness of the teaching has recently led to the limit- 
ing of the student body to 150 in the first year class in medi- 
cine. This drastic measure has compelled many students to 
travel to foreign countries in search of medical education. This 
flight of the medical students is now causing alarm, and meas- 
ures to stop it are urgently sought. A movement is now on foot 
to establish a school of medicine in Arequipa. 





The Hipdélito Unanue Award.—The Hipolito Unanue award, 
granted annually to the person performing the best medical re- 
search in Peru, was presented for 1953 to Dr. Federico Sal y 
Rosas, for his excellent work entitled “Medico geografico y 
terreno convulsivo.” Dr. Sal y Rosas is chief of the psychiatry 
department of the Police Hospital of Lima and is in charge of 
the women’s ward in the “Victor Larco Herrera” hospital for 
mental diseases. 


Death of Dr. Pazos Varela.—Dr. Ricardo Pazos Varela, an 
eminent urologist, died in Lima on Aug. 16. He founded the 
first urologic center in Peru, and in 1952 he founded the 
Peruvian Urological Society and became its honorary president 
for life. He was also a member of the American College of 
Surgeons. In 1950 he was the chairman of the first Pan-American 
Congress of Medical Education. 


Dr. Andrés Rotta Honored.—Dr. Andrés Rotta, cardiologist and 
professor of physiopathology of the school of medicine of the 
San Marcos University of Lima, has been made secretary- 
treasurer of the Latin American Branch of the Inter-American 
Society of Cardiology. 


SWEDEN 


Methods of BCG Vaccination.—At a meeting of the Swedish 
Medical Society, the comparative merits of subcutaneous, intra- 
cutaneous, and percutaneous BCG vaccinations were discussed, 
and the first of these was shown to be unsatisfactory. Dr. E. 
Jacobsson reported on 300 children who were given sub- 
cutaneous and 300 who were given intracutaneous injections of 
BCG. The dosage was the same for the two groups. In 50% 
of the group treated subcutaneously there was some secretion 
and/or necrosis at the site of injection, and in 16% this reaction 
was comparatively severe. The group treated intracutaneously 
showed a comparatively violent reaction in only 2%. Dr. A. 
Gunther compared the intracutaneous and the percutaneous 
(scarification) methods. In his experience these two methods may 
achieve an equally high degree of tuberculin allergy, but the 
latter has the advantage of not provoking local reactions with 
scarring. It may be that the scarified child becomes tuberculin- 
negative again sooner than the child vaccinated by the intra- 
cutaneous method, and the scar left by the intracutaneous 
method may be a useful reminder of BCG vaccination with 
forgetful mothers, but, when revaccination is indicated, the 
mothers are more cooperative when they have seen the mild- 
ness of the reaction to scarification. 

At a meeting of the Southern Swedish Pediatric Association, 
Dr. Ing-Britt Thurell compared the effects of BCG vaccination 
in infants who were and others who were not the offspring of 
tuberculous mothers. Of the 75 children of tuberculous mothers, 
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65% had to be revaccinated once, 25% twice, and 4% three 
or more times. Only 0.9% of the children of nontuberculous 
mothers had to be revaccinated. This refractoriness on the part 
of the offspring of tuberculous persons may be due to antibodies 
transferred from mother to child. There is also the possibility 
that the child of a tuberculous mother is exposed to nonspecific, 
nosocomial infections rendering it refractory to BCG vaccina- 
tion, whereas the child of healthy parents is not exposed to such 
infections. A report on Dr. Thurell’s study appeared in Nordisk 
medicin for Aug. 12, 1954. 


Congress on Internal Medicine.—A serious drawback with im- 
portant international medical congresses is the length of time 
between the holding of such meetings and the publication of 
the papers presented at them. This interval can be appreciably 
shortened by the premeeting publication of summaries of the 
papers to be read. This course was followed in the case of the 
Third International Congress on Internal Medicine that was held 
in September in Stockholm. Dr. Erik Sk6ld’s outline of the 
papers to be presented at this meeting is published in Nordisk 
medicin for Aug. 19 and shows how wide is the interest taken 
in it, with 30 nations sending representatives. With Prof. Nanna 
Svartz presiding, the congress will be held in three main sec- 
tions, devoted respectively to hypertension, the collagen diseases, 
and a free discussion of the most important topics of the day 
in internal medicine. One of the articles is by Olaf Refvem of 
Oslo on his animal experiments that have shown that the ad- 
ministration of phospholipids may lead to the development of 
epithelioid cells resembling those seen in sarcoidosis. 


Death of Professor Troell.—Prof. Abraham Troell died this 
year only a few days after his last article on goiter had been 
published. He had a distinguished career as a surgeon and gyne- 
cologist. Born in 1881, he studied much abroad in his earlier 
years, specializing at first in gynecology and obstetrics. In 1930 
he was put in charge of the surgical side of the St. Gdran Hos- 
pital, where he remained till he reached the age limit. Many of 
the articles he published dealt with the operative treatment of 
goiter, on which he was an authority. He was the first to intro- 
duce the consistent treatment of exophthalmic goiter with iodine 
in Sweden, where his surgical skill did much to reduce the 
operative mortality. This, according to his latest returns, was 
down to 0.6%. He took an active part in the life of the Swedish 
Medical Association, of which he was chairman in 1944 and 
1945. 


TURKEY 


Pubic Osteitis—In an article in Dirim Dr. Shemsi Ozdilek of 
Ankara reported on three patients with pubic osteitis. Three 
months prior to admission a 60-year-old man had undergone 
prostatectomy. Some time afterward pain developed in his left 
thigh and inguinal region. Examination revealed a urinary fistula 
in the operative scar. The left side of the pubis was tender. In- 
ternal urethrotomy was performed and an indwelling catheter 
introduced. Within a week the wound healed. The patient was 
given short-wave diathermy for a week, then, since the pain 
decreased, he was given analgesics and discharged. The second 
patient was 69 years old. He complained of great pain in the 
back, left thigh, and inguinal region; nausea, vomiting, and 
painful micturition. Cystoscopy showed an ulcerated tumor to 
the left of the urethral orifice. By partial resection of the bladder 
the tumor was removed. After 47 days the pubis, thigh, and 
inguinal region became very painful. Radiographic examination 
revealed normal kidneys and rarefaction of both sides of the 
pubis. The patient was given calcium and analgesics. The third 
patient was 52 years old. Because of painful micturition he had 
two suprapubic prostatectomies with an interval of 25 days be- 
tween operations. Three months later great pain developed in 
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the hip and thigh. Ten days before admission a urinary fistula 
developed. Palpation revealed a smooth, hard, and empty pros. 
tate. Radiographic examination of the hypogastric region showeq 
irregular periosteal osteophytes. An indwelling catheter was jp. 
troduced, the patient was given antibiotics and analgesics and 
the fistula closed within a week. Because of atony of the bladder 
and inability to urinate the patient was taught how to introduce 
the catheter and was discharged. 


Puerperal Inversion of the Uterus.—In Dirim, volume 27, no. 9 
Dr. Muvaffak Afir reported a case of puerperal inversion of the 
uterus in a 19-year-old primipara who had given birth to 4 
normal child. She was attended by a practical midwife who had 
forcibly removed the placenta, causing extreme pain, hemor. 
rhage, and unconsciousness. The patient was removed to the 
hospital where she apparently recovered. She continued to be 
treated for anemia, and her general condition improved. When 
hemorrhage recurred after three weeks she was readmitted to 
the hospital, where her erythrocyte count was found to be 
2,880,000. Her leukocyte count was 7,000 and her hemoglobin 
level was 22%. Her blood pressure was 130/90 mm. Hg. Pelvic 
examination revealed a smooth tumor that bled profusely when 
palpated and had all the characteristics of an inverted uterus 
With the patient under lumbar anesthesia a posterior colpo- 
hysterectomy was performed. The uterus was found to be in- 
verted, the cavity swabbed with one million units of penicillin, 
and the uterus put back. The vagina was packed with sulfon- 
amide tampons that were removed the following day. There was 
no fever and recovery was uneventful. Although there are two 
schools for the training of rural midwives, in some of the re- 
moter rural communities births are still sometimes attended by 
untrained midwives as in the case cited. 


Double Uterus and Vagina with Double Pregnancy.—Dr. Halil 
Ciray of Ankara reported superfecundation in a 24-year-old 
primipara who had two vaginas and a double uterus. She com- 
plained of a tender swelling on the left side of the abdomen, 
vertigo, nausea, and anorexia. She had not menstruated for five 
months and for the last few days prior to admission there was 
a faint discharge of dark blood. After her first menstruation at 
the age of 14 she did not menstruate for 18 months and then 
menstruated every second month. The symptoms of impending 
menstruation were a small hard swelling in the right side of the 
abdomen and pain on the left side of the rectouterine excavation. 
Two physicians had advised operation for ectopic pregnancy. 
Examination revealed a palpable uterus, no blood in the vagina 
or cervix, but traces of blood in the region of the hymen. Ex- 
ploration by bougie revealed a second vagina. Introducing a 
no. 7 bougie 12 cm. into the cervix proved the presence of a 
second uterus, and dilation with laminaria revealed a four month 
pregnancy and threatened abortion. Under anesthesia a dead 
fetus of foul odor was removed from the left uterus. The patient 
was given 800,000 units of penicillin. Further examination re- 
vealed a 2-month-old fetus in the right uterus, which was hard 
and not bleeding. On the third day there was severe pain and 
hemorrhage. Under anesthesia the second fetus was removed. 
Recovery was uneventful. 


Tuberculosis.—BCG vaccination in Turkey began in 1948. In 
1953 the Ministry of Health and Social Welfare initiated a 
country-wide campaign. In the Turkish Bulletin of Hygiene and 
Experimental Biology, volume 14, no. 1, Dr. M. Erzin reported 
that, in 1953, 2,163,479 persons were given tuberculin tests and 
1,928,564 persons were followed up. Of these, 1,010,188 persons 
had positive reactions and 904,445 persons were given BCG 
vaccination. Mobile laboratory units visit all urban and rural 
communities, making 5,000 to 6,000 tests a month. Tuberculosis 
is now the chief public health problem in Turkey, and the death 
rate from tuberculosis (all kinds), which after World War |! 
was 187 per 100,000, is now between 100 and 123. 
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USE OF NEW DRUGS 

To the Editor:—The letter of Drs. Hugh Smith and Hugh Smith 
ir. in the June 26, 1954, issue of THE JOURNAL, page 858, cites 
a case of an adverse effect following the use of Rauwolfia 
serpentina derivatives. Whenever a new drug appears. on the 
market and the manufacturer suggests a certain dosage, it seems 
that a good conservative policy to follow is to start with a small 
dose. in this case 0.125 mg. per day instead of 0.125 mg. three 
times a day, and increase the dose gradually. One never knows 
what dose will be the most effective unless this course is fol- 
lowed. For example, we know that the average patient with 
coronary disease will be relieved of the anginal syndrome with 
1/150 grain (0.4 mg.) of glyceryl trinitrate (nitroglycerin), and 
vet side-reactions develop in many who cannot tolerate a dose 
greater than 1/400 grain (0.15 mg.). Apparently, from clinical 
observations, all hypertensive patients have an optimum blood 
pressure level at which they are most comfortable, even though 
the reading may not be normotensive. We should not try, by 
the use of drugs, to return all hypertensive patients to normo- 
tensive levels, and I am happy to note that more physicians are 
beginning to appreciate this. 

SAMUEL BLINDER, M.D. 
929 Park Ave., New York 28. 


A. M. A. AND OASI 

To the Editor:—I1 wish to comment on the stand of the A. M. A. 
regarding Old Age and Survivors Insurance. I am 35. 1 am 
interested in the “survivor” aspect of this coverage. Were I 
covered and should I die, my wife and three infants would re- 
ceive about $200 a month for 17 years. The premium on this 
coverage is slight. True, it may rise. It will also rise for the 
plumber, the baker, the mechanic, the dish washer. If they can 
accept the premium rise, then so can I. In my opinion it is 
anachronistic for the A. M. A. to oppose physician enrollment 
in a plan that includes the great majority of America’s working 
population. I would not have supported OASI at its inception. 
I believe that each man should look out for himself. But I know 
that OASI will never be withdrawn; at this stage of its develop- 
ment we serve no purpose by standing apart from it and point- 
ing a finger of distaste at it. The delegate to the House of Dele- 
gates who represents me, I fear, did me no service by voting 
against my coverage in OASI. If the plumber, the baker, the 
mechanic, the dish washer die tomorrow, their wives and chil- 
dren will benefit from OASI. I want the same advantage for 
my survivors. Reed-Jenkins-type “set-asides” would be incon- 
siderable unless put into life insurance. And even if such set- 
asides were permitted, to bring us physicians even with 
retirement-plan workers in industry, 1 would still want OASI 
because the persons with retirement plans have it. 

1 believe: that the percentage of physicians who realize that 
there is a “survivor” aspect to OASI is small. I find it so in 
my conversations with my colleagues. If these doctors who are 
unacquainted with the survivor benefits were caused to recognize 
them, I firmly believe that the sentiment in favor of OASI would 
be overwhelming among them. I like to think of myself as in- 
dependent and self-reliant. | have no fear whatsoever of being 
unable to provide for myself in my old age. If the A. M. A. 
were merely combating old age assistance, I believe I would 
fight with it. But I have no guarantee of living to old age, and 
| want my survivors, if I die, to have all benefits that the Ameri- 
can people, in their wisdom, have promised to most others. 

It may be that before long OASI will become expensive in- 
surance. I repeat that the plumber, the baker, the mechanic, 
and the dish washer will also find it expensive. And you must 
agree with me that before its cost becomes politically exorbi- 
tant means will be found to tap the public purse to subsidize 
OASI and thus keep its apparent cost down. And who fills the 
public purse?—my four friends above plus me. 


SAMUEL S. Faris, M.D. 
239 Easton Rd., Glenside, Pa. 
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The above letter is similar to some others that the Associ- 
ation has received concerning the bill that was considered by 
the 83rd Congress relative to the Old Age and Survivors 
Insurance provisions of the Social Security Act to self-em- 
ployed persons, including physicians. There are, however, many 
factors that must be considered in analyzing the policy of 
the Association. On three occasions the House of Delegates, 
the policy-making body of the American Medical Association, 
has expressed disapproval of the compulsory coverage of phy- 
sicians under Title II of the Social Security Act. It has not 
opposed the voluntary inclusion of physicians under the system. 
These expressions by the elected representatives of the medical 
profession must be considered as the views of the majority of 
the physicians. In addition, tne majority of the polls that have 
been conducted in this regard indicate that the medical pro- 
fession does not wish to be covered by the Social Security Act. 
As long as proposed legislation is designed to include physicians 
under the Social Security Act on a compulsory basis and as 
long as the majority of the physicians of this country do not 
desire to be included under that Act, such legislation must be 
opposed by the Association. There is and will be no objection 
to legislation permitting voluntary inclusion, which would per- 
mit free choice by the individual physician. To agree to com- 
pulsory coverage or to fail to oppose it would be grossly unfair 
to the majority of physicians and a violation of a mandate 
expressed by the profession through the House of Delegates. 
—Ep. 


SURGICAL REPAIR OF VENTRICULAR 
SEPTAL DEFECTS 
To the Editor:—In their article “Surgical Repair of Intraven- 
tricular Septal Defects” in THE JouRNAL of March 20, 1954, 
page 986, Drs. E. B. Kay and H. A. Zimmerman describe an 
operation on a 21-year-old woman with an uncomplicated ven- 
tricular septal defect. The patient had “some dyspnea” but “no 
appreciable enlargement of the heart.” This surgical procedure 
was predicated on the basis that “a high proportion of patients 
with intraventricular septal defects must lead lives of restricted 
activity and that others die prematurely.” There are no avail- 
able statistical studies that confirm this statement. In fact, as 
a result of observing several hundred patients with congenital 
heart disease over many years, it is our clinical impression that 
the vast majority of patients with uncomplicated ventricular 
septal defects live normal lives and need no treatment of any 
kind. This is substantiated by Roger's original description. 
Further, we have the impression that, if a child with this lesion 
reaches school age and shows little or no cardiac enlargement, 
such a patient has so small a septal defect that no cardiac en- 
largement will ever occur. To have subjected this 21-year-old 
woman to such an operation seems unwarranted. Such surgery 
can lead only to a high mortality among a group of patients 
who have a good chance of living out a normal life expectancy 
with no treatment. 

Morse J. SHapiro, M.D. 

Sipney S. Sosin, M.D. 

416 N. Bedford Dr., Beverly Hills, Calif. 


This letter was referred to Drs. Kay and Zimmerman, who 
replied as follows: 

We believe Drs. Shapiro and Sobin have correctly stated the 
opinion commonly held in the past in reference to ventricular 
septal defects. This opinion is largely a holdover from an article 
written by Dr. Maude Abbott in 1932, but even she, four years 
later, stated that the average age of death was 14.5 years. It 
has been our experience, as well as that of others, that this 
defect as stated is not as benign as originally supposed. As a 
matter of fact, it accounts for about 30% of deaths from con- 
genital cardiac disease. Whether or not these children get into 
difficulty is entirely dependent on the size of the defect and the 
shunt flow present. As pressure in the pulmonary circuit and 
right ventricle increases, shunt flow decreases, but in turn ir- 
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reversible damage to the pulmonary vessels develops. This girl’s 

right ventricular pressure was elevated to 80/3 mm. Hg, which 
is a marked elevation. We have had, and continue to have, the 
unfortunate experience of having cardiac failure develop in chil- 
dren with interventricular septal defects that were considered 
“uncomplicated” right up until the time they became “compli- 
cated.” Unfortunately, it is impossible for the clinician to fore- 
tell which cases may become complicated. We have found in 
our treatment of congenital heart disease, and particularly septal 
defects, that the least mortality and the best results are obtained 
before complications occur. 

We are in perfect accord with the view that a certain number 
of patients with interventricular septal defects live out their life 
span, and wish we knew how to determine which ones would. 
When the right ventricular pressure reaches as high a level as 
was present in this girl, it is our experience that cardiac failure 
is imminent. It was our hope that we could correct this anomaly 
before cardiac failure or irreversible damage to the pulmonary 
circuit developed. Drs. Shapiro and Sobin’s criticism, of course, 
is the same one that was held in reference to the closure of 
patent ductus arteriosus until operation was proved so successful. 
We are not alone in the above opinion, for if Drs. Shapiro 
and Sobin would care to investigate they would find that studies 
are being carried on at most of the cardiac centers to determine 
the best way to close interventricular septal defects. They could 
be referred to the studies of Dr. Charles Bailey, Dr. Gordon 
Murray, Dr. John Gibbon Jr., and Dr. Wangensteen and his 
group, as well as many others, all of whom have been working 
on this problem. So many investigators would not have con- 
cerned themselves with this defect if it were so insignificant. 


EarLE B. Kay, M.D. 
10465 Carnegie Ave., Cleveland. 


Drs. Shapiro and Sobin commented on the above letter as 
follows: 


The over-all benignity or seriousness of ventricular defects is 
not the point in question. We are aware that septal defects with 
marked hemodynamic alterations are serious abnormalities with 
significantly increased morbidity and mortality. But we also 
affirm that, when patients with septal defects reach maturity 
without clinical, electrocardiographic, or radiographic evidence 
of heart disease, they can be said to have “uncomplicated” de- 
fects and have a fairly long life expectancy. The patient of Drs. 
Kay and Zimmerman fits into this category. 

The data presented by the authors are in conflict:—“An 
angiocardiogram revealed a shunt between the right and left 
sides of the heart with visualization of the aorta within one 
second.” Yet the data from heart catheterization showed no 
right-to-left shunt; the femoral arterial blood contained 17.92 
vol. % of oxygen (96% saturation); and the patient was 
acyanotic. Contrast substance obviously cannot pass from the 
right to the left side of the heart without there being arterial un- 
saturation. Either the angiocardiographic interpretation was 
wrong or the blood gas data were in error. Despite their state- 
ment to the contrary, the pressure of 80/3 mm. Hg in the right 
ventricle with a systemic pressure of 118/74 mm. Hg is not neces- 
sarily the result of a large left-to-right shunt with accompanying 
increased pulmonary artery flow. This more likely may be 
hydraulic response of the right ventricle facing increased re- 
sistance (“head” of pressure from the left ventricle) to put blood 
through the pulmonary artery. Their statement that “when the 
right ventricular pressure reaches as high a level as was present 
in this girl . . . cardiac failure is imminent” is entirely unjusti- 
fied. Our own experience with a variety of congenital heart 
lesions in 550 heart catheterizations does not substantiate their 
statement. There is no objective evidence that the septal defect 
in their patient was actually closed. We have only the statement 
that “check-up examination three months later revealed con- 
siderable improvement in the patient’s dyspnea.” No mention 
is made of disappearance or change in character of the murmur, 
and no postoperative catheterization data are presented. 

We reaffirm our previous statement that to have subjected 
this 21-year-old woman to a previously untried operative pro- 
cedure seems unwarranted. 


Morse J. SHapiro, M.D. 
SIDNEY S. SoBIn, M.D. 
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METHOD FOR STARTING INTRAVENOUS 
FLUIDS IN COLLAPSED VEINS 


To the Editor:—It is often necessary in the practice of medicine 
and surgery to start an intravenous infusion of blood or other 
fluids in a patient whose veins are collapsed due to shock 
chronic illness, decreased blood volume, or the like. A cut. 
down can always be done, but this is time-consuming, and the 
patient may be in shock on the ward or the materials for cut. 
down may not be at hand. The physician thus finds himself jn 
a situation in which intravenous fluids are urgently needed and 
the veins are collapsed so that he cannot get into them with 4 
needle. I have often used the method described below, which 
has almost always been successful. The best location for this 
infusion is in the long saphenous vein over the medial malleolus 
at the ankle. It can be used at the wrist or at the elbow if the 
veins can be palpated there. The method is best suited for per- 
sons who have little subcutaneous tissue and whose long saphen- 
ous veins or other veins can be easily palpated over the under- 
lying bone. 


A 














Technique: The fluid to be infused should be at hand. The 
physician palpates the collapsed vessel with the left index finger 
and thumb. He then takes a 5 cc. syringe containing sterile 
isotonic sodium chloride solution and a number 18 or smaller 
needle, and passes the needle through the skin and into the 
wall of the vein (see illustration, A). As the wall of the vein is 
pierced with the bevel up, gentle pressure is applied on the 
plunger (B). When the needle enters the lumen of the vein, the 
fluid enters the vein easily and distends the vein ahead of it 
(C). The left index finger occludes the vein proximal to the 
needle, making it easier to distend the vein. With the vein dis- 
tended with isotonic sodium chloride solution, the needle is 
passed into the vein as far as desired. The solution usually can 
be easily aspirated and is blood-tinged, indicating that the needle 
is in the vein. The infusion set is then connected to the needle 
and the fluid allowed to run. 


Harry J. Tit, M.D. 
726 Bell Bldg., Montgomery, Ala. 


ALFALFA SEED DERMATITIS 


To the Editor:—I read with interest the report of the alfalfa 
seed dermatitis by Dr. William H. Kaufman in THE JouRNAL 
of July 17, 1954, page 1058. About two years ago a patient of 
mine also had such a dermatitis several weeks after drinking 
a quart of alfalfa seed tea daily for his hypertrophic arthritis of 
the spine. It began between his fingers and on the dorsa of his 
hands and spread to the antecubital and axillary regions. When 
he stopped drinking the tea, the dermatitis promptly cleared. 
He has had no eruptions of any kind before or since. 


G. B. LEMMON Jr., M.D. 
407 Professional Bldg. 
Cherry & Kimbrough St. 
Springfield, Mo. 
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MEDICAL FILM REVIEWS 








Otoscopic Cinematography of the Tympanic Membrane and Middle Ear: 
16 mm., color, silent, showing time 18 minutes. Prepared by Paul H. 
Holinger, M.D., Kenneth Johnston, M.D., and Richard Buckingham, M.D., 
with the assistance of Francis Lederer, M.D., and Marvin J. Tomari, 
MD., of the Department of Otolaryngology, the University of Illinois; 
Illinois Eve and Ear Infirmary; and St. Luke’s Hospital, Chicago. Pro- 
curable on purchase ($150) or rental ($15) from the Jacques Holinger 
Memorial Fund, 700 N. Michigan Ave., Chicago 11. 


The anatomy and pathology of the ear drum as seen through 
the ear speculum and the otoscope are shown in this film. The 
normal drum membrane is first shown, and then various acute 
and chronic inflammatory processes, perforations, and other 
drum pictures are presented. These include a recent paracentesis, 
old perforations, serous otitis, cholesteatoma, healed perfora- 
tions, and hemotympanum. In the absence of the drum, as in 
a large perforation, the contents of the middle ear are visualized. 
The photography is good, but, unfortunately, the details of the 
tympanic membrane as seen by the camera are not comparable 
to the details as seen by the examining otologist with reflected 
light through an ear speculum with or without magnification. 
For this reason the teaching value of the film is somewhat 
limited, since it would be difficult for the student to translate 
the conditions as seen in the film to the appearance of the 
tympanic membrane as seen on clinical examination. This film 
should be of interest to otolaryngologists and, with the limitations 
mentioned, for teaching medical students and residents. 


Decompression of the Gasserian Ganglion and Posterior Root in the 
Treatment of Trigeminal Neuralgia: 16 mm., color, silent, showing time 
23 minutes. Prepared in 1954 by and procurable on loan from Robert 
Dean Woolsey, M.D., 16 Hampton Village Plaza, St. Louis 9. 


This film shows the new variation of the operation for tri- 
geminal neuralgia that was introduced by Taarnhoj two or 
three years ago. Typical patients with severe trigeminal neuralgia 
are shown from the time of their preoperative examination to 
their dismissal from the hospital. The operative procedure is 
decompression of the sensory root, and the technique of this is 
shown and is supported by some drawings. One must say at the 
outset that the general concept of the film and the exposure of 
the surgical field at critical points are successfully carried out; 
however, there are several rather amateur features about it. One 
is the lack of coordination between what is being described in 
the diagram and the pencil that points out the diagram. There 
is a long dissertation while three surgeons scrub their hands, and 
the extreme close-up views of the operating room nurse are un- 
necessary. This is also true of the beginning of the operation. 
The fact that ligatures in muscle are cut by scissors one by one 
is something that the viewer would gladly take for granted. It is 
pointed out, but not sufficiently clearly, that there is still a little 
question as to whether this treatment, desirable as it is, will 
always cure the neuralgia. In the first place, it has only been on 
trial for a short time, and there already have been many recur- 
rences. The surgical procedure shown is satisfactory; however, 
there should be some editing and some synchronization of the 
sound to the demonstrations in the diagrams. The material is 
good, but it is not always wisely used. This film will be of interest 
to general practitioners and neurosurgeons. 


NEW FILMS ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


Phase Microscopy of Normal Living Blood Cells: Part I: Peripheral 
Blood: 16 mm., sound, black and white and color, showing time 27 
minutes, Prepared in 1954 by Richard J. Blandau, M.D.; Quinn B. 
deMarsh, M.D.; and Paul Ralph, Ph.D., Department of Anatomy, School 
of Medicine, University of Washington. Sponsored by the National 
Advisory Council of the National Institute of Health, United States Public 
Health Service. Procurable on purchase ($195) from Film Center, University 
of Washington, Seattle 5, or on loan ($3) from Committee on Medical 
Motion Pictures, American Medical Association, 535 N. Dearborn St., 
Chicago 10, 


The purpose of this motion picture is to compare the mor- 
phological appearance of the various cellular elements of periph- 
eral blood as they appear in a Wright stained preparation and 
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in the living state as observed with the phase-contrast microscope. 
The comparisons involve the neutrophils, eosinophils, basophils, 
lymphocytes, monocytes, blood platelets, and erythrocytes. The 
stained cells are shown first, and this is followed in each case 
by views of the living cell, showing its morphology and motility. 
This film is a fine demonstration of the possibilities of the phase- 
contrast microscope in the study of peripheral blood. No other 
method as simple as this one would be quite as suitable for the 
study of living, unchanged cells. However, it would have been 
desirable for the commentator to mention briefly in a sentence or 
two what phase microscopy is, and a pointer would have helped 
identify certain structures that are mentioned but that not every 
viewer will readily see. The film is recommended for medical 
students, medical technologists, students of cytology, and physi- 
cians in general. 
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HOW SAFE IS YOUR INCOME? 
James R. Williams, Chicago 


Previous articles in TaE JOURNAL have pointed out the neces- 
sity for the physician to organize his financial program, utiliz- 
ing the service of the insurance salesman, the lawyer, and the 
banker. In planning his estate—present as well as future—the 
physician should provide against hazards that can affect his 
financial program and his career with disastrous results. 


PROTECTING AGAINST LOSS OF INCOME 

There are four dangers that confront everyone pursuing an 
active productive life: (1) premature death—dying too soon, 
(2) economic death—living too long, (3) disability due to an 
accident, and (4) disability due to a disease. Of all persons, 
no one is more conscious of these hazards than the physician. 
Any practitioner can readily recall from his daily rounds in- 
numerable cases that fit each of these categories. Associated as 
he is in a profession intimately concerned with the hazards 
incident to day-to-day living, he can quickly agree that these 
four risks can affect anyone. They involve all classes, all in- 
come levels, and frequently, with the exception of economic 
death, strike without warning. The first two, dying too soon and 
living too long, can be prudently provided for through the 
mechanics of life insurance and intelligent financial planning. 
The latter two, an accident or a sickness, can strike down a 
person in his prime, rendering him helpless for a day or a life- 
time. 

Income Security.—Accident and health insurance providing 
monthly benefits to disabled persons is often called primary 
insurance. It insures the basis of family and personal security, 
the income. An income producer must provide funds for the 
basic necessities of life—food, clothing, and shelter. When a 
producer is unable to furnish such funds from his own efforts, 
other sources must be found to fill the void. Let us consider the 
nature and suitability of other principal sources. 


Investment income can be used during periods of disability 
if one has been fortunate enough to accumulate sufficient in- 
vestment capital before disability strikes. Yet the very uncer- 
tainty of property itself and the variables of the market do not 
guarantee fluctuation-proof income. Often capital has to be 
drawn on, which further depresses the value of monetary returns 
from investments, and, if capital funds are used in this way, 
it then becomes necessary to restore the investment to its previ- 
ous level. Insurance, unlike other forms of property, is a steady, 
certain source of income, free from economic peaks and valleys. 





Director of Public Relations, Health and Accident Underwriters Con- 
ference. 
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Earning Ability—The young physician just entering private 
practice may be already responsible for some substantial obli- 
gations. He may have had to borrow to complete his training, 
as well as for equipment necessary to practice, office space, 
and other necessities for starting a practice. In such a situa- 
tion his ability to develop his practice and in turn see his pa- 
tients, make his home calls, and complete his hospital rounds 
depends on his health. Most young physicians are not as well Off 
as their patients, as far as being financially protected against 
a sickness or disability. Currently five out of eight Americans 
have some form of insurance against the costs of hospitalization. 
One out of two have surgical coverage. One out of four have 
medical insurance. More than half the working population have 
insurance against loss of income due to a disability. The salaried 
physician usually has a financial cushion in case of an illness 
through a sick leave plan or income insurance program set up 
by the employing organization, but the physician in private prac- 
tice must furnish his own security program. 

How much is a physician worth in earning power? The aver- 
age or mean net income from medical practice for physicians in 
1949 was $11,058, according to a survey released by the Ameri- 
can Medical Association’s Bureau of Medical Economic Re- 
search. Round out this figure to $12,000 and take young Dr. 
Jones, age 30, just starting his practice, as an example. He can 
look to an earning span of 420 months—or 35 years. In that 
period with an average income of $1,000 per month, Dr. Jones 
will have earned $420,000 by the time he reaches 65. An acci- 
dent of two years’ duration would mean a loss in income of 
$24,000. Even being unable to work for two months would 
mean a $2,000 earning loss. 


PLANNING ADEQUATE COVERAGE 


Because of the fundamental principle of disability income 
insurance, as much care and thought should be put into its 
purchase as into other forms of personal insurance and factors 
in estate planning. Basically, accident and health insurance is 
an indemnity form of coverage. For payment of timely pre- 
miums, the insurer (company) agrees to pay the insured (policy- 
holder) stated benefits in event of a sickness or accident occur- 
ring during the term of the policy in partial replacement of 
the resulting lost income. There are many variations of disability 
policies, some of which are extremely popular today. Hospital 
and medical insurance policies also provide indemnity for loss 
by accident or sickness but with the indemnity related to medi- 
cal expenses rather than to the loss of business time. Accident 
and health insurance is available in the United States from 
more than 600 companies. In no other branch of insurance is 
there such homogeneity of type of company or coverage. While 
more than 70% is written by life insurance companies, casualty 
insurers are extremely active in the field. Much of the business 
is sold through company or broker representatives, but there 
are very fine companies that provide excellent policies and serv- 
ice without the use of agents. 


ANALYZING NEEDS 


What kind of an accident and health policy should a phy- 
sician have? That depends on how much he needs, what his 
responsibilities are, how long he wants to “self-insure,” and 
other factors. Because it should be integrated with other insur- 
ance and investments, it is impossible to make specific pro- 
posals that are applicable in all cases. In planning a program 
the first step should be for the physician to figure what expenses 
he would have to meet if he were disabled or, to put it another 
way, how much would be needed to pay the normal living costs 
of food, house payments, and other similar items. In addition, 
there is often the possibility of further costs as a result of 
hospital confinement. In determining the disability income 
needed it should be kept in mind that accident and health insur- 
ance benefits are not subject to income tax. 

After initial needs are determined, types of policies can then 
be considered. At this point a good agent can be helpful. He 
usually has a variety of contracts in his portfolio so a program 
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can be tailor-made to fit the situation of the person. An agen; 
friend of mine has made it a specialty to program the insurance 
needs of clients. He recently reviewed the plan of one policy. 
holder, Dr. Johnson, a 42-year-old internist, who has been ie. 
ticing medicine for 14 years and is netting around $20,099 4 
year. A $15,000 mortgage and other debts in the neighborhood 
of $2,000 remind him of the need for keeping his practice active 
to feed and clothe a family of four. The doctor realized that 
a practical insurance program should include some good disa. 
bility policies. Today, he has five policies that will pay a tota| 
of $700 the first month of total disability, then $800 a month fo, 
the next five years. For the next three years he gets $600 monthly 
and after eight years he will be paid $400 a month until he is 65 
when his life insurance retirement program starts. If he is in the 
hospital he gets an additional $650 a month for three months 
then $200 monthly for three more months. His program i. 
cludes commercial and noncancellable insurance and a medical 
society group plan. All of this is in addition to his life insyr- 
ance, which contains a substantial cash value that may be bor- 
rowed in an emergency. Incidentally, he is protected on his life 
insurance payments with a waiver of premium, meaning that 
after six months’ total disability his insurance company keeps 
the policy in force for the duration of disability without further 
premium payments. The doctor’s program, while adequate, does 
not replace his total current income. It is neither practical nor 
desirable for an insurance plan to replace the entire income 
as many luxury-type expenses would not be incurred by the dis- 
abled. Secondly, and more important, insurance is not intended 
to replace total loss whatever the risk. Through the coinsur- 
ance principle the policyholder shares a part of the risk, which 
helps obviate the moral hazard in disability insurance, a factor 
highly important in such a subjective field as health. 

Types of Coverage.—There are two distinct types of acci- 
dent and health contracts. A noncancellable or guaranteed re- 
newable type can carry a policyholder up to a certain age, say 
60 or 65 years. The company may neither cancel the policy 
nor refuse to renew it so long as premiums are paid when due 
or within the grace period. It is somewhat more expensive than 
the cancellable contract. The cancellable type falls into two 
categories. One type may be canceled by the insurer without 
prejudice to any pending claim by written notice to the insured 
and the return of the pro rata premium. The other type may not 
be canceled during the term for which the premium has been 
paid and accepted by the company, but the insurer may refuse 
to renew on any premium due date. Both are good policies and 
serve useful purposes. A noncancellable policy is often used as 
the base for a disability insurance program. To it can be added 
a commercial policy paying a monthly indemnity of two years 
or five years for disabling sickness, with lifetime benefits for 
total disability from accidental injury. What to buy depends 
largely on the needs and desires of the physician. 


Group Disability Plans ——Many national and state medical 
associations have set up group disability programs for their 
members. One society’s plan pays $75 weekly indemnity from 
the 16th day of disability for sickness and the same for total 
disability from an accident. Payments start from the first day 
of disability if due to an accident. When or if the disability is 
not total but partial in nature, the policyholder is paid one-half 
of the benefit for as long as 26 weeks. This society’s program 
pays an additional $10 a day for hospital confinement plus nec- 
essary hospital charges up to $100. Accidental death and 
dismemberment benefits may be purchased as well. The asso- 
ciation group type of policy follows the theory of group insur- 
ance. It is a floor or basic level of protection. It offers no 
flexibility and is intended to be woven into a broader protec- 
tion program. In most cases the company reserves the right to 
cancel but only by canceling the entire group. 

The value of accident and health insurance is much the same 
as any other risk protection: You are conscious of its real im- 
portance only when you have reaped its benefits. Insurance is 
not “cheap” but to have it is much less expensive than to be 
without it, especially when it is hard to get. It is a necessity, 
especially for the physician, because it is the only entirely satis- 
factory and dependable way to provide a certain income when 
personal earnings are cut off by disability. 
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INTERNAL MEDICINE 


Disease Aspect of Epidemic, Abacterial (Transmitted by Ticks?), 
Virus Conditioned Meningo-Encephalomyelitis (1953). F. Lasch 
and E. Moritz. Wien. klin. Wchnschr. 66:436-440 (June 25) 
1954 (In German) |Vienna, Austria]. 


In 1949, when Lasch and Moritz first reported a recurring 
aseptic infectious meningitis with high fever at the onset and 
with recovery and complete normalization of the cerebrospinal 
fluid after a prolonged course of many weeks, they suspected 
that the infection was caused by an unknown virus. An epidemic 
outbreak of the same disease in 42 males and 22 females between 
the ages of 15 and 70 years was observed in 1953. The first cases 
occurred at the end of April and the beginning of May; the peak 
of the epidemic was reached at the end of July, and it gradually 
subsided until October. The patients had fever for four to five 
davs: the temperature then came down to normal for three to 
seven days; it rose again up to 102.2 F for about 20 days and 
gradually returned to normal. The lungs and the heart were 
normal. The spleen and occasionally the liver were enlarged. 
Circulation and blood pressure were normal; there was brady- 
cardia, and in many patients myocardial impairment was demon- 
strated by the electrocardiogram. Cardiac decompensation did 
not take place, and the electrocardiogram became normal on 
recovery. Ophthalmologic examination revealed papillitis with- 
out subjective disturbances of vision in 50% of the patients. 
Signs of focal nephritis were observed in the urine of many pa- 
tients. Some patients had hepatorenal symptoms with increased 
urobilinogenuria, traces of bilirubin in the urine, increased serum 
bilirubin, positive Takata reaction and potassium sulfate test, 
shortening of the Weltmann coagulation band and a positive 
galactose test. Electrophoresis in the serum showed definite re- 
duction of proteins with increase in alpha, beta, and gamma 
globulins without hypoproteinemia. There were neurological 
signs of meningitis with corresponding dulness of the sensory 
apparatus in patients with high fever. Complete flaccid paralysis 
of upper or lower extremities, occasionally with pyramidal signs, 
was observed in six patients. Three patients had definite enceph- 
alitic symptoms, such as central excitation, nystagmus, vertigo, 
temporary paresis of the facial and hypoglossal nerves. Lumbar 
puncture revealed increased pressure and increased albumin in 
the fluid, and the number of cells were increased for 6 to 12 
weeks. The duration of the disease varied from 40 to 60 days. 
Complete recovery occurred in all patients, the cerebrospinal 
fluid was restored to normal, and there were no recurrences. 
Of the 64 patients, 21 definitely stated that they had been bitten 
by ticks, and in an additional 32 patients there was the possibility 
that they too had been bitten by ticks. The castor bean tick 
(Ixodes ricinus) was believed to have transmitted the virus that 
was demonstrated by the ability of the patients’ serums to fix 
complement with the antigen prepared from a strain isolated 
from patients with the same disease who lived near the Austrian 
border in the Slovenian province of Yugoslavia. The incubation 
period varied from 10 to 16 days. The virus that caused the 
meningoencephalomyelitis belongs to the same group of viruses 
as the looping-ill virus and the viruses isolated from outbreaks 
of tick encephalitis in man in Czechoslovakia and in Russia. 
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Subclinical Forms of Tuberculous Meningitis. A. Gentili and 
A. Paci. Minerva pediat. 6:265-275 (April 30) 1954 (In Italian) 
|Turin, Italy}. 

Gentili and Paci state that early diagnosis of tuberculous 
meningitis is difficult because the disease frequently differs from 
the classical picture in its course. Tuberculous meningitis may 
have an intermittent course during which periods of violent 
symptoms alternate with periods of remission that simulate 
a complete recovery. The condition may be subacute with a 
slow onset and symptoms suggesting a cerebral tumor. There 
are also oligosymptomatic forms and forms with an atypical 
course. Among the last named is meningitis that heals spon- 
taneously and allergic tuberculous meningitis. Early diag- 
nosis of tuberculous meningitis can be made only through studies 
of the spinal fluid. A greater number of early diagnoses can be 
obtained by performing a spinal puncture in patients who are 
known to have tuberculosis and in whom there is evidence that 
the process might extend. This “control” spinal puncture in these 
patients is the best means of diagnosing inflammation of the 
meninges before the clinical signs become apparent. Early and 
adequate therapy can thus be instituted, and this may prevent 
the onset of the clinical signs and bring about recovery before 
the nervous system becomes involved. 


Perforation of the Interventricular Septum: Report of Three 
Cases with Ante-Mortem Diagnoses. A. A. Goetz and A. N. 
Gropper. Am. Heart J. 48:130-139 (July) 1954 |St. Louis]. 


Perforation of the interventricular septum after a recent myo- 
cardial infarction was diagnosed before death in one man and 
two women. The guide to the diagnosis was the sudden appear- 
ance of a harsh systolic murmur over the precordium, lower 
sternum, or apex. A review of the literature revealed 75 cases 
of ruptured interventricular septum after infarction, in only 30 
of which the diagnosis was made before death. Of 145 recent 
myocardial infarctions observed in 1,292 consecutive necropsies 
performed at Mount Zion Hospital in San Francisco, between 
1940 and 1951, rupture of the heart occurred in 14, involving 
the left ventricular wall in 11 and the interventricular septum 
in the authors’ three cases. The area of infarction with involve- 
ment of the septum may extend from either the anterior or the 
posterior walls. The advent of the rupture of the interventricular 
septum is heralded clinically by a sudden decline of the patient’s 
condition, evidenced by pain, tachycardia, dyspnea, nausea, 
vomiting, signs of right and/or left-sided heart failure and shock. 
It has been difficult, so far, to establish an electrocardiographic 
pattern that would be helpful in substantiating the diagnosis of 
a ruptured interventricular septum. In two of the authors’ 
patients, in serial tracings after the occurrence of perforation, 
right bundle branch block patterns ensued. This may be in- 
terpreted as reflecting sudden development of right ventricular 
strain. Several other workers commented that the pattern of 
posterior infarction (Q;-T; inversions and S-T; elevations), com- 
bined with diagnostic signs of infarction in the precordial leads 
point to septal infarction extending from the anterior to posterior 
ventricular walls. Tracings showing prolonged QRS complexes 
with a pattern resembling right bundle branch block and several 
of left bundle branch blocks were described. QS deflections 
with abnormal elevation of the S-T segments in the right pre- 
cordial leads of the electrocardiograms displaying normal inter- 
ventricular conduction were considered fairly reliable evidence 
of acute septal infarction. Two of the authors’ patients had 
posterior infarctions; complete and variable degrees of auriculo- 
ventricular block and finally auricular fibrillation developed in 
one, and a nodal arrhythmia was observed in the other. The 
more frequent disturbance of atrioventricular conduction and 
rhythm in cases of posterior infarctions is best explained by the 
fact that the blood supply to the atrioventricular node is derived 
from a branch of the posterior coronary artery. 
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Endomyocardial Fibroelastosis: A Study of 30 Cases. W. R. 
Halliday. Dis. Chest 26:27-40 (July) 1954 [Chicago]. 


Of 30 cases of endomyocardial fibroelastosis (diffuse or focal 
thickening of the endocardium and the subendocardial myo- 
cardium, consisting predominantly of fibrous and elastic tissue), 
29 were observed in children, and one in a 20-year-old man. 
In 16 patients, death resulted from an associated cardiovascu- 
lar anomaly. Four patients died of intercurrent illness without 
evidence of their cardiac disease. One died during aa attempt 
at surgical correction of the physiological anomaly, and, in the 
other nine, death was the direct result of endomyocardial fibro- 
elastosis. Since the 30 cases were detected in the course of five 
years, endomyocardial fibroelastosis is not to be considered a 
rare disease when sought. It is primarily an anomaly of the 
subendocardium, with secondary vascular and tertiary myo- 
cardial changes, leading typically to compensatory myocardial 
hypertrophy and occasional dilatation. Although endomyo- 
cardial fibroelastosis is clinically a protean disease, three major 
groups may be separated. Patients in the first group die either 
before any cardiac abnormality is suspected or after a short 
typical steadily downward course. Patients in the second group 
respond to good medical management over a period of months 
or years after an initial attack of congestive failure in infancy, 
and a few appear amenable to surgical improvement. Patients 
in the third group carry their fibroelastosis well beyond infancy, 
and it is only logical to believe that a very few may live for 
a prolonged period with an entirely normal life. There was no 
evidence to exclude the possibility that fibroelastosis may be 
secondary to other abnormalities in certain cases. Contrary to 
Johnson’s theory that anoxia plays a major part in the produc- 
tion of fibroelastosis, at least in three of the author’s cases there 
seemed no conceivable cardiovascular reason for such anoxia. 
All three showed diffuse endomyocardial fibroelastosis with 
patent foramen ovale or auricular septal defect and no other 
cardiovascular anomaly. In two of these all chambers and valves 
were involved and, in the third, all chambers and the aortic 
valve. In 17 cases fibroelastosis was associated with cardio- 
vascular anomalies and, in 11, with congenital noncardiovascu- 
lar anomalies. For this reason and since no evidence was 
observed of an inflammatory causation or of collagen or glyco- 
gen storage abnormality, the author considers endomyocardial 
fibroelastosis to be an “idiopathic” congenital anomaly. Endo- 
myocardial fibroelastosis was associated with coarctation in five 
of the author’s cases, with hypoplasia of the left ventricle in two, 
and with hypoplasia of the left auricle in one. 


Postinflammatory “Tumors” of the Lung: Report of Four Cases 
Simulating Xanthoma, Fibroma, or Plasma Cell Tumor. W. O. 
Umiker and L. Iverson. J. Thoracic Surg. 28:55-63 (July) 1954 
{St. Louis]. 


Four postinflammatory “tumors” of the lung are described 
and compared with three similar ones from the literature. Clini- 
cally, the lesions are characterized by a history of infection of 
the upper or lower parts of the respiratory tract with attending 
mild symptoms that may be neglected for years and roentgeno- 
grams suggestive of tuberculomas or well-circumscribed neo- 
plasms. Morphologically, they closely simulate true tumors, such 
as xanthomas, xanthofibromas, neurofibromas, fibromas, vascu- 
lar tumors, or plasma cell tumors. The most important anatomic 
criteria that should arouse suspicion of a pseudotumor result- 
ing from an inflammatory process are generous numbers of 
inflammatory cells within the mass, maturity of the fibroblastic 
components, lack of mitotic activity, and remnants of preexist- 
ing parenchyma throughout the mass in the form of elastic 
fibers. Surgical removal of the mass constituted cure in all 
patients in whom it was performed. 


Bronchoscopy and Primary Tuberculosis: Statistical and Clini- 
cal Findings. S. Taronna and C. Zucconi. Minerva med. 
45:1261-1265 (May 2) 1954 (In Italian) [Turin, Italy]. 


Roentgenograms and bronchoscopic findings of 42 children 
with primary tuberculosis were studied in an attempt to deter- 
mine the relationship between tuberculosis and the bronchial 
tree, namely, eventual bronchial alterations induced by the pres- 
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ence of enlarged lymph nodes and the effects of these altera. 
tions on the respiratory function. The roentgenograms revealed 
adenopathy and parenchymal shadows in 16 patients, and ade. 
nopathy without parenchymal shadows in 26. Bronchoscopy 
revealed that the primary lesions were accompanied by severe 
alterations of the broncial tree in most of the first 16 patients: 
in 10 of them inflammatory bronchial stenosis was present jn 
the bronchus that corresponded to the parenchymal shadow, In 
most of the children whose roentgenograms did not reveal 
parenchymal shadows the bronchi were either normal or pre- 
sented slight signs of bronchitis without stenosis and with a 
normal bronchial lumen. These bronchoscopic findings indicate 
that often the parenchymal shadow of the roentgenograms of 
patients with primary tuberculosis is due not to an allergic re- 
action but to hypoventilation caused by endobronchial or extra- 
bronchial stenosis of the bronchus in the involved area. The 
authors feel that many chronic bronchial conditions in adults 
may be the result of previous atelectatic lesions caused by the 
primary tuberculous infection. They feel that bronchoscopy in 
patients with primary tuberculosis is important not only from 
the diagnostic but also from the therapeutic standpoint. In 
stenotic bronchitis in these patients, the bronchoscopist in a 
short time can render patent a bronchus that is intrinsically 
stenotic with proper local medication. He can also control those 
specific vegetations that, when of long standing, resist all forms 
of treatment. 


The After-History of Pulmonary Tuberculosis III. Minimal 
Tuberculosis. N. S. Lincoln, E. B. Bosworth and D. W. Alling. 
Am. Rev. Tuberc. 70:15-31 (July) 1954 [New York]. 


Of 448 residents of the district of the Hermann M. Biggs 
Memorial Hospital in Ithaca, N. Y., who between 1937 and 
1947 were observed to have minimal pulmonary tuberculosis, 
134 were considered to have active disease and 314 arrested 
minimal tuberculosis. There was an increase in the annual in- 
cidence of new cases of arrested minimal tuberculosis, but no 
change in the annual incidence of new cases of active minimal 
tuberculosis. The median age of the patient at the time of diag- 
nosis rose significantly. The patients were followed until 1951, 
and their clinical course was assessed at yearly intervals. Analysis 
of the follow-up data showed that (1) one-fifth of the persons 
with active disease at the time of diagnosis could be expected 
either to be dead of tuberculosis or to have active disease 10 
years later; (2) one-eighth of the persons who had arrested dis- 
ease at the time of diagnosis could be expected either to be 
dead of tuberculosis or to have active disease 10 years later; 
(3) there was a steady decline in the relapse rate as the dura- 
tion of arrest of disease increased; and (4) there was a similar 
decline in the remission rate as the duration of active disease 
increased. There was a strong tendency for newly diagnosed, 
active minimal tuberculosis to become arrested (high remission 
rate) and a moderate tendency for newly arrested disease to 
become active again (moderate relapse rate). The weakening of 
these tendencies with the passage of time is consistent with 
certain pathological and bacteriological aspects of the necrotic 
lesion. When a person with active minimal disease has a “spread,” 
it is because a necrotic area has disintegrated relatively early 
after its formation. Similarly, when a person with arrested dis- 
ease experiences a relapse, the necrotic focus has undergone 
a delayed integration and extension. The longer the necrotic 
lesion remains intact, the smaller the probability of its contain- 
ing viable organisms; hence, the less hazard of relapse. The 
observed decline in the relapse rate may reflect a decreasing 
tendency of the necrotic lesion to undergo dissolution. It is not 
a hard and fast rule, however, that in minimal tuberculosis 
relapse is impossible after five years of proved clinical arrest, 
for there are occasional exceptions. The authors saw a relapse 
occur in a patient with minimal disease who had had stable yearly 
chest roentgenograms over a period of 13 years. The marked 
and steady decline of the remission rates that was observed as 
the years of unremitting disease increased may be explained by 
the establishment of advanced disease with open cavity becom- 
ing more and more likely as the duration of active tuberculosis 
increases, 
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The Continuous and Concurrent Use of Streptomycin, Para- 
4minosalicylic Acid, Isoniazid Plus Early Surgery in the Treat- 
‘nent of Tuberculosis. A. R. Allen, G. E. Marcy and J. K. Yu. 
Dis. Chest 26:41-46 (July) 1954 [Chicago]. 


One hundred one patients with pulmonary or extrapulmonary 
tuberculosis were given streptomycin, p-aminosalicylic acid, and 
isoniazid concurrently and continuously from admission to the 
hospital to discharge. The adults received 1 gm. of streptomycin 
sulfate intramuscularly twice a week and children aged less than 
? years received 0.5 gm. of streptomycin intramuscularly twice 
, week. Isoniazid was administered to all age groups on the 
pasis of 4 mg. per kilogram of body weight, adjusted to the 
nearest 50 mg. tablet and also adjusted as the patient gained 
weight. A dose of 10 gm. of sodium p-aminosalicylate in solution 
was given daily to adults, and for children the dosage was 
scaled down according to their weight. When the results ob- 
tained in these patients with the combined use of streptomycin, 
isoniazid, and p-aminosalicylic acid, were compared with those 
obtained by Pitts and co-workers in 99 patients with pulmonary 
tuberculosis treated with 150 or 300 mg. of isoniazid daily 
combined with 2 gm. of streptomycin every third day (J. A. M. A. 
152:886 [July 4] 1953), the three drugs used concurrently and 
continuously had a greater therapeutic value with a higher con- 
version rate and the emergence of fewer resistant strains of 
organism. It was possible to maintain this regimen of therapy 
in a high percentage of patients because of the few toxic re- 
actions. Surgery after four to six months of this three drug 
regimen is not Only safe, but it is desirable because it prevents 
the development of resistant organism. Twenty thoracotomies 
with resection were performed in patients with pulmonary 
tuberculosis, five operations in patients with genitourinary tuber- 
culosis, and five surgical interventions in patients with involve- 
ment of bones. All the patients had negative tests for tubercle 
bacilli after surgery, and there was no surgical death, no spread 
or reactivation of disease on the opposite side, and only one 
bronchopleural fistula, which was closed with primary suture, 
and a small thoracoplasty. Of the 101 patients, 5 died, 36 re- 
mained in the hospital, and 60, who received an average 194 
days’ treatment with streptomycin, 161 days’ treatment with 
p-aminosalicylic acid, and 185 days’ treatment with isoniazid 
during an average of 207 days in the hospital, were discharged 
and returned to their previous occupations, regardless of the 
amount of activity these occupations require. These patients did 
now show roentgenologic changes, maintained their weight at 
time of discharge or gained, and some have already had nega- 
tive gastric cultures as outpatients. 


Acidosis and Diabetic Coma. R. Rodriguez and R. E. Casarin. 
Rev. invest. clin. 6:21-64 (Jan.-March) 1954 (In Spanish) 
|Mexico, D.F., Mexico]. 


From 1947 to 1953, 128 cases of acidosis or of diabetic coma 
were observed in 99 patients in the Hospital de Enfermedades 
de la Nutricién of Mexico City. Lack of insulin or insufficient 
doses of the drug, alone or in association with dietetic trans- 
gressions, were most frequently the causal factors. Eighty-four 
adults had their first admission to the hospital when they were 
in coma. Fifteen patients were children or young adults, four 
of whom had had acidosis or had been in coma twice; one each, 
three and four times, respectively, and two, seven times. The 
main symptoms, associated with somnolence, stupor, or uncon- 
sciousness of various degrees, were dehydration and Kussmaul’s 
respiration. Diabetic acidosis in mature adults and in the elderly 
often simulated uremia, alcoholic or barbiturate intoxication, 
cerebral trauma, or cerebral hemorrhage. A definite diagnosis 
was always feasible by demonstration of glycosuria and aceto- 
nuria. Hyperglycemia, high blood urea, hypotension, and low 
carbon dioxide combining power were observed in all cases. 
Treatment consisted of immediate administration of insulin and 
saline solution intravenously. The dose of insulin varied with 
the age of the patient, the degree of acidosis, and the duration 
of coma prior to treatment. Intravenous infusion started immedi- 
ately after administration of the first dose of insulin. The total 
quantity administered varied with the age and general condition 
of the patient and the degree of dehydration. Periodic exami- 
nations for glycosuria, acetonuria, glycemia, blood urea, and 
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the carbon dioxide combining power were done in the course 
of the treatment. The course of acidosis and diabetic coma was 
severer and of longer duration and the death rate higher in 
patients with no previous treatment. Nineteen patients in the 
group with no previous treatment and three in the group with 
treatment died. Of the 22 patients who died, the duration of 
coma before admission of the patient to the hospital was five 
days in 1 patient, four days in 2, three days in 2, two days in 
6, and one day in 4. The duration of coma prior to the treat- 
ment could not be ascertained in seven patients. Four patients 
died between the ages of 5 and 40 years and 18 between the 
ages of 41 and 80. Nineteen deaths were in a group of 38 
patients who were in deep coma and 3 in the group of 13 pa- 
tients who were in coma but responded to stimulation. Nine 
deaths took place in the group of 39 patients with carbon di- 
oxide combining power of the blood of less than 25 vol. % and 
13 in the group of 89 with carbon dioxide combining power 
of between 25 and 40 vol. %. The diastolic pressure of patients 
who died was under 70 mm. Hg. The highest figures of blood 
urea among the patients who died and those who survived were 
of 332 and 108, respectively. Complications observed at necropsy 
were: myocardial infarction in four patients, cerebral hemor- 
rhage in two, gastrointestinal hemorrhage in two, severe pyelo- 
nephritis in one, acute meningitis in one, intestinal occlusion 
in one, and bronchopneumonia from aspiration of vomitus in 
two. The authors point out the prognostic significance of acute 
dehydration in acidosis or diabetic coma as possible cause of 
renal dysfunction and consequent anuria. 


Chronic Barbiturate Intoxication: Further Studies. H. F. Fraser, 
H. Isbell, A. J. Eisenman and others. A. M. A. Arch. Int. Med. 
94:34-41 (July) 1954 [Chicago]. 


Fourteen men in good health who were addicted to barbi- 
turates volunteered for an experimental study of chronic barbi- 
turate intoxication. Secobarbital was administered orally in a 
dose sufficiently large to maintain continuous, moderate to severe 
intoxication for 32 to 48 days and was then withdrawn abruptly. 
Results showed that chronic barbiturate intoxication is a danger- 
ous condition and that it resembles chronic alcoholism. Persons 
taking large amounts of barbiturates are confused, are unable to 
think clearly, have very poor judgment, and display pronounced 
emotional lability. The physician should suspect chronic barbi- 
turate intoxication in a person who behaves like one intoxicated 
with alcohol but who has no odor of alcohol on the breath. 
Observations made in the 14 patients confirmed those in 5 pa- 
tients reported previously by the authors that there is a con- 
siderable range among persons with respect to the amount of 
secobarbital required to produce equivalent degrees of intoxi- 
cation. The range was 0.9 to 2.2 gm. daily in the 14 patients. 
A definite abstinence syndrome developed after abrupt with- 
drawal of barbiturates. It was characterized by disappearance of 
signs of intoxication, weakness, tremor, great anxiety, anorexia, 
nausea and vomiting, rapid loss of weight, fever, difficulty in 
making cardiovascular adjustments on standing, convulsions of 
a grand mal type, and/or psychosis that resembles alcoholic 
delirium tremens. Psychological tests conducted during addic- 
tion, withdrawal, and recovery in 11 patients revealed that barbi- 
turate addicts have a severe impairment of coordination, as 
reflected by increased reaction time and a decreased ability to 
maintain a “set” or readiness to respond. During chronic barbi- 
turate intoxication, 98% of the electroencephalograms were 
decidedly abnormal with mixed rhythmic fast and slow activity 
predominating, most conspicuously in the frontal and parietal 
tracings. Very dramatic and abrupt changes in electroencephalo- 
grams occurred during the acute abstinence period with parox- 
ysmal activity in the course of the second and third day; during 
the fourth to eighth day paroxysmal activity decreased, while 
continuous slow or random delta activity became more promi- 
nent. By the ninth day of abstinence, more than 72% of the 
electroencephalograms were classified as “normal.” Rise in uric 
acid followed by elevation of the nonprotein nitrogen levels was 
demonstrated by biochemical studies subsequent to grand mal 
convulsions after abrupt withdrawal of barbiturates; it was not 
considered specific to this withdrawal but would occur after 
convulsions from any cause. 
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Alimentary Tract in Disseminated Scleroderma with Emphasis 
on Small Bowel. H. L. Abrams, W. H. Carnes and J. Eaton. 
A. M. A. Arch. Int. Med. 94:61-81 (July) 1954 [Chicago]. 


The occurrence of scleroderma with intestinal involvement 
is reported in five women between the ages of 36 and 52, and 
in a 37-year-old man. In three of these patients the disease 
was of relatively long duration, and the development of visceral 
symptoms, other than dysphagia, was late. In the other three 
the course was far more rapid, two dying within two years after 
the onset of the disease. In this second group, dysphagia was 
a later manifestation than abdominal pain or distress, anorexia, 
nausea, and vomiting, and in one patient dysphagia was en- 
tirely absent. The onset of epigastric distress was accompanied 
by anorexia, and thereafter weight loss and inanition developed. 
Skin changes were present in all six patients, the type of change 
varying with the stage of the disease. There was no correlation 
between the extent of skin change or skeletal disability and the 
degree of intestinal involvement. In one patient, the appear- 
ance of the skin was an insignificant feature and failed to sug- 
gest the diagnosis. All six patients had the Raynaud phenomenon, 
and in three it marked the onset of the disease. In general, no 
significant clinical evidence of pulmonary involvement was pres- 
ent. The most interesting laboratory finding was the demonstra- 
tion of a flat glucose-tolerance curve in the two patients with 
the most rapid course. The very slow rise in four hours from 
62 to 80 mg. per 100 cc. and in three hours from 77 to 107 
mg. per 100 cc., respectively, suggested that glucose was not 
being normally absorbed. Roentgenologically, pronounced dila- 
tation was the most striking abnormality in the small intestine. 
Although the bolus of barium should have been an effective 
stimulus for peristaltic waves, peristalsis did not occur or was 
of diminished amplitude, and the colon remained distended for a 
considerable period of time. Similar abnormalities were present 
in the esophagus. The normal diameter of the jejunum is 2 to 
3 cm., but in five patients loops with a diameter of 5 cm. or 
more were demonstrable. The proximal small intestine showed 
far greater evidence of involvement than the ileum, although 
in two patients significant dilatation of the ileum was present. 
Hypomotility of the colon was present in all but one of the 
patients. Even in the presence of profuse diarrhea, transit time 
was markedly prolonged. Involvement of the third portion of 
the duodenum was a prominent feature. Sacculation of the colon 
was observed in one patient. The significant radiological changes 
in peristalsis, motility, tonus, and caliber appear to be explicable 
by a distinctive structural defect in the muscular coat of the 
alimentary tract. Cortisone and corticotropin were effective in 
producing temporary improvement concerning skin, joints, and 
the Raynaud phenomenon, and in one patient a sustained re- 
mission was initiated. In only one patient was there evidence 
that the course of the intestinal involvement was influenced. 


Technique of Peritoneoscopy: Liver Biopsy, Angiocholegraphy, 
Radiomanometry Under Peritoneoscopic Control. A. Fourés, P. 
Ricordeau and J. Caroli. Presse méd. 62:929-933 (June 16) 
1954 (In French) |Paris, France]. 


Peritoneoscopy has been used routinely by the authors for 
more than four years in patients with hepatobiliary conditions 
in whom a diagnosis could not be established by clinical, bio- 
logical, or radiological methods of investigation. Access to the 
peritoneal cavity is obtained by the use of a special trocar intro- 
duced under light local anesthesia. A pneumothorax apparatus 
with communicating vessels and a water manometer permitting 
constant control of the gas is used for insufflation. Contact be- 
tween the apparatus and the abdominal cavity should be main- 
tained throughout the examination so that if a sudden contraction 
by the patient leads to an increase in the intraperitoneal gas 
pressure, some of the gas can flow back into the apparatus, thus 
relieving the pressure and lessening the danger of parietal 
emphysema. Relaxation of the contraction will be followed auto- 
matically by the return of the gas to the peritoneal cavity. A 
special peritoneoscope with independent optical and lighting sys- 
tems carried in a cannula only about 5 mm. in diameter was 
designed by one of the authors (A. F.) and is used by them. Its 
small caliber facilitates its introduction into the peritoneal cavity 
and the sliding arrangement makes it possible to use the light- 
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ing system as a separator to push aside omental. segments ob- 
structing the view, or to raise the liver, for instance, for better 
inspection of the gallbladder. Peritoneoscopy requires no special 
preparation, and, when the authors’ peritoneoscope js used 
according to their directions, it is normally painless, eXcept fo, 
the discomfort caused by the pneumoperitoneum. Some Pain 
however, may be felt during insufflation if adhesions are pres. 
ent, but it will usually subside spontaneously if the distentign 
is carried out very slowly. The site of introduction should be 
chosen in accordance with the clinical problem to be resolyeq 
and, for best results, the optical system should be kept at some 
distance from the object of the investigation. Peritoneoscopic ex. 
amination can be supplemented by puncture biopsy of the live; 
angiocholegraphy, and radiomanometry of the biliary Passages 
all of which can be performed with greater accuracy and safety 
under the visual control provided by the peritoneoscope. The 
information that can be obtained from these supplemental pro- 
cedures when they are carried out according to the technique 
and with the precautions described by the authors may suffice 
to establish a diagnosis in difficult cases when other diagnostic 
methods have failed. 


Shoulder Pain and Coronary Heart Disease. C. H. Scheifley. 
Proc. Staff Meet., Mayo Clin. 29:363-368 (June 30) 1954 
{Rochester, Minn.|. 


Periarthritis of the shoulder that follows myocardial infare- 
tion apparently does not differ fundamentally from that result- 
ing from a great number of other causes, or from that with no 
apparent cause. Periarthritis is pain and stiffness in the shoulder 
It includes the three forms described by Coventry: (1) pain with 
definite but minimal stiffness, (2) pain with pronounced stiffness 
(frozen shoulder), and (3) the shoulder-hand syndrome. The 
mechanism of periarthritis associated with coronary heart dis- 
ease has not been wholly agreed on. Some investigators sup- 
port the “reflex” theory, whereas others adhere to the “disuse” 
theory. Although the factor of disuse (rest in bed) is obvious in 
the average patient recovering from myocardial infarction, it 
is difficult to ignore the truly remarkable reflex disturbances 
that can be produced by the heart. Sweating and flushing of the 
left side of the face and even increased prominence of the left 
eye and dilatation of the left pupil have been described in asso- 
ciation with angina pectoris. Raynaud’s phenomenon has been 
noted in one or more fingers of the left hand during angina. 
Hyperesthesia of the skin and aching in the thoracic wall and 
the shoulder and arm are commonly observed in patients who 
have coronary heart disease. Because these reflex disturbances 
appear to be related to cardiac pain, it becomes increasingly 
difficult to decide whether the initiating factor is the reflex dis- 
turbance followed by disuse or disuse followed by reflex dis- 
turbances. The tendency for periarthritis to occur predominantly 
on the side corresponding to the radiation of the cardiac pain 
favors the reflex theory. Regardless of the nature of the initiat- 
ing event, changes of a reflex nature and those resulting from 
disuse are both present once the process has begun. The onset 
of joint pain discourages use of the extremity, which in turn 
is followed by both reflex and atrophic changes. Yet this does 
not indicate which event came first. In an attempt to illustrate 
this unsettled state of thinking, Scheifley questioned 50 phy- 
sicians whose specialties bring them in contact with patients 
suffering from shoulder and shoulder-hand difficulties as the re- 
sult of coronary arterial disease. The majority were uncertain 
as to the initiating event, but almost equal support of the two 
theories was given by those who expressed an opinion. More 
evidence seems to favor reflex changes as the initiating event. 


The Clinical Picture of Pulmonary Stenosis (Without Ventricular 
Septal Defect). E. G. Dimond and T. K. Lin. Ann. Int. Med. 
40:1081-1124 (June) 1954 |Lancaster, Pa.]. 


The clinical findings in 20 patients with pulmonary stenosis 
in whom the diagnosis was established by cardiac catheterization 
were correlated in an attempt to draw an accurate clinical pic- 
ture of this condition. The presence of this common congenital 
lesion, which can usually be diagnosed by means of auscultation, 
electrocardiography, and fluoroscopy, should always be sus- 
pected in patients with (1) a harsh systolic murmur, maximal 
along the second, third, or even (infrequently) the fourth inter- 
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epace, with a pulmonary second sound that may vary from 
normal to reduplicated or diminished; (2) an electrocardiogram 
hat may vary from normal to one indicative of right ventricular 
hypertrophy; and (3) x-ray and fluoroscopic findings that may 
be normal or may show a prominent main pulmonary segment 
with quiet lung shadows. The prognosis of pulmonary stenosis 
may be influenced by several factors, such as the severity of 
the stenosis, the compensatory collateral circulation, and com- 
plicating infections, but unless the lesion is surgically repaired, 
most patients with severe stenosis eventually die as a result of 
failure of the right side of the heart. Pulmonary valvotomy is 
not indicated in mild, asymptomatic cases in which only the 
minimal requirements for diagnosis are Present, but it should 
be undertaken whenever the following indications are found: 
(i) clinical symptoms suggesting failure of the right side of the 
heart; (2) decreasing arterial oxygen saturation, probably in- 
dicating mounting pressure in the right atrium and the shunting 
of blood across the foramen ovale from right to left; (3) change 
in the electrocardiographic pattern with widening of the QRS 
and increasing amplitude and width of the P waves; and (4) 
an initial right ventricular pressure of 70 or more. These indi- 
cations will probably be broadened as the operative technique 
is improved and the mortality rate declines. Catheterization of 
the right side of the heart through the wound in the right ven- 
tricle before and after the valvotomy is the most reliable method 
of evaluating the success or failure of the operation, because 
the blind approach usually employed in reaching the valve 
makes it hard to determine whether the valve has been actually 
cut, merely stretched, or even left intact. It should be remem- 
tered, however, that the patient may derive marked benefit from 
the operation, even though the pressure in the right ventricle 
does not return to normal. 






























Observations in Air Force Recruits of Streptococcal Diseases 
and Their Control with Orally Administered Penicillin. S. H. 
Bernstein, H. A. Feldman, O. F. Harper and others. J. Lab. 
& Clin. Med. 44:1-13 (July) 1954 |St. Louis]. 


Commercial buffered tablets containing 250,000 units of 
crystalline Penicillin G were given twice daily (one hour before 
or two hours after breakfast and again at bedtime) to recruits 
in the two troop training areas of Sampson Air Force Base. 
Group A streptococcic pharyngitis and scarlet fever were pres- 
ent in high and practically equal incidence in both troop areas. 
Recruits were prone to acquire streptococcic infections during 
the second and fifth weeks of a 10 to 12 week basic training 
period. In the first prophylaxis trial, the penicillin was admin- 
istered to all recruits in troop 2 for a 10 day period, while in 
the second trial the same troop received the drug for five days. 
In the third trial, one-third of troop 1 was given penicillin for 
five days. Finally, the entire training base population received 
10 days of prophylactic penicillin treatment. Mass prophylaxis 
with penicillin given orally in doses of 250,000 units twice daily 
for 10 days suppressed hospital admissions for streptococcic 
disease pronouncedly for as long as six weeks. Similar treat- 
ment for a five day period was noticeably less effective. Both 
the hospital admission rates for streptococcic diseases and the 
percentages of positive cultures obtained from the throats of 
apparently healthy trainees (carriers) were affected similarly by 
the various penicillin regimens. Serologic types isolated from 
both hospitalized patients and carriers revealed a predominance 
of type 3 streptococci throughout the period of investigation; 
\ypes 12, 42, and 28 were present to a lesser extent. Sensitivity 
reactions from penicillin given orally were infrequent (0.3%) 
and mild. Type 12 streptococci were isolated from six of nine 
patients with acute glomerulonephritis who had positive throat 
cultures. When prophylactic treatment with penicillin was ad- 
ministered to the total base personnel, it was very effective in 
aborting a streptococcic disease epidemic, but the trial was con- 
ducted too late in the season to determine the duration of the 
fect of such base-wide treatment. As a result of their experi- 
ence the authors state that even after 10 days of penicillin ad- 
ministration, the streptococci responsible for the epidemic had 
hot been totally eliminated, and, consequently, they remained 
a5 a threat to the new recruits. A definite trend toward a lower 
ate of disease, however, was noted in the troop whose incoming 
iecruits were being treated. 
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Present Position of BCG Vaccination. F. Heaf. Tubercle 
35:154-163 (July) 1954 [London, England}. 


Heaf points out that it is now over 30 years since Weill- 
Halle vaccinated the first person with BCG. He feels that in- 
adequate attention has been given to the different age groups 
being vaccinated. The higher the infectivity rate in any country, 
the lower should be the age group in which to start mass vac- 
cinations. In countries with low infection rates, there is always 
the danger of reversion taking place from one to five years 
after vaccination. Retesting, therefore, becomes necessary. On 
the basis of four years’ experience with BCG vaccine in Great 
Britain, Heaf concludes that the vaccine is harmless. There 
being no satisfactory method of assessing immunity against 
tuberculosis, one does not know the immunizing power of vac- 
cination, but there is evidence that vaccination establishes re- 
sistance that suppresses the multiplication of bacilli following 
virulent infection and confers some protection against the de- 
velopment of progressive primary lesions. Although the rela- 
tionship between tuberculin sensitivity and immunity is not 
known, the tuberculin test is the only practical method of select- 
ing persons for vaccination and determining if the vaccination 
has been satisfactory. In view of the paucity of information on 
post-vaccination tuberculin sensitivity, detailed records should 
be kept of all vaccinations. The prevaccination tuberculin test 
is necessary and should be of the strength of 10 toxic units 
(T. U.). A postvaccination test of 10 T. U. is desirable to pro- 
vide information on the potency of vaccines, the tissue response 
in different races, and the duration of tuberculin sensitivity, and to 
link up the observed reactions on humans with animal experi- 
ments. The most satisfactory way to vaccinate is by the intra- 
dermal method. Fresh liquid vaccine is superior to freeze-dried 
vaccine in producing tuberculin sensitivity. One of the great 
problems of the future will be the standardization of BCG vac- 
cines. In view of the need for keeping full records, the lack of 
information on tuberculin sensitivity and the incomplete know!- 
edge on immunity against tuberculosis, the cautious develop- 
ment of BCG program is to be commended rather than 
condemned. Although BCG vaccination can produce a positive 
lepromin reaction, it is too early to assume that it confers im- 
munity against leprosy. 


Further Experiences with BCG Vaccination. D. Bergsma. 
Nederl. tijdschr. geneesk. 98:1622-1626 (June 12) 1954 (In 
Dutch) [Amsterdam, Netherlands]. 


In 1950 Bergsma presented a preliminary report on BCG 
vaccination for the protection of nursing personnel in hospitals 
for tuberculous patients. It was found that nearly 30% of stu- 
dent nurses who entered tuberculosis services with a negative 
tuberculin reaction contracted a more or less severe form of 
tuberculosis, which in some cases had a fatal outcome. Since 
the introduction of BCG vaccination a radical turn for the 
better has taken place. However, since severe complications have 
been reported in the vaccination of infants with BCG, the Public 
Health Service of the Netherlands has placed limitations on this 
form of vaccination. This fact and the desire to answer the 
question whether BCG actually exerts a protecting effect against 
acute infection with tubercle bacilli induced Bergsma to evaluate 
his more recent experiences with BCG vaccination in the per- 
sonnel of a sanatorium for tuberculous patients. From April 
1, 1947, to Jan. 1, 1950, he found active tuberculosis in 4 of 
60 vaccinated probationer nurses; from Jan. 1, 1950, up to now 
there was none in 100 probationers. In 280 vaccinated persons 
he encountered no complications. The author does not feel quali- 
fied to comment on the complications resulting from BCG 
vaccination in infants, but says that reports indicate that severe 
lymph node reactions and formation of abscesses do occur in 
young infants vaccinated with BCG. He stresses the importance 
of waiting until the student nurse shows a positive tuberculin 
reaction before allowing her to perform nursing services in a 
tuberculosis hospital. He advises that nursing personnel who have 
been vaccinated with BCG be examined three times at two-week 
intervals during the period when immunity develops, and says the 
tuberculin test should be made after eight weeks. 
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Prolonged Action of Local Anaesthetics in Rheumatic Disease. 
T. H. Howell. Brit. J. Phys. Med. 17:159-160 (July) 1954 
|London, England]. 


Injection of local anesthetics into the painful area provides 
symptomatic relief in chronic rheumatic disease. Pain is usually 
relieved for a few hours to a few days. Two preparations were 
used experimentally in an attempt to extend the time of relief 
from pain: one was Efocaine (a solution of 1% procaine, 0.25% 
procaine hydrochloride, and 5% butyl-p-aminobenzoate in a 
solvent composed of 2% polyethylene glycol-300, 78% propy- 
lene glycol, and water), and the other was a mixture of pro- 
caine hydrochloride (10%) solution with 25% polyvinylpyro- 
lidone in a proportion of one to two. Efocaine was employed 
in 18 patients who received 20 injections; procaine hydrochloride 
and polyvinylpyrolidone was given to 24 patients, who received 
30 injections in all. Both groups of patients were attending the 
Rheumatic Clinic of St. John’s Hospital, Battersea, England, 
because of either chronic (inactive) rheumatoid arthritis or 
osteoarthritis. Of the 30 injections (16 intra-articular, and 14 
intramuscular) of the mixture of procaine hydrochloride and 
polyvinylpyrolidone two resulted in undesirable reactions and 
three were ineffective; the other 25 produced relief for from one 
to over 14 days. Of the 20 Efocaine injections (12 intra-articular 
and 8 intramuscular) 7 caused either local or general reactions 
and one was ineffective; the other 12 injections effected relief. 
Thus it appears that in this short trial the mixture of procaine 
hydrochloride and polyvinylpyrolidone produced more often 
prolonged relief from pain and fewer bad reactions than did 
Efocaine. 


Leprosy in a Seven Months Old Child. J. A. Dreisbach. Leprosy 
Rev. 25:81-82 (April) 1954 [London, England]. 


The incubation period of leprosy is usually accepted as rang- 
mg from 3 to 15 years, or even longer. Workers in highly 
efidemic areas occasionally see children under 3 years of age 
with clinical leprosy. The 7-month-old child whose history 
Dreisbach presents belonged to a family of five who presented 
themselves for examination and admission at the Kano Leprosy 
Settlement of the Sudan Interior Mission. The father had very 
far advanced lepromatous leprosy, showing heavy nodulations 
and infiltrative lesions. There was marked mucous membrane 
involvement with labial, buccal, lingual, pharyngeal, and laryn- 
geal nodules and infiltrations, also nasal septal ulceration and 
perforation. Three sons, 5 years, 3 years, and 7 months old, all 
had early incipient lesions manifested as flat, hypopigmented 
macules. The 7-month-old infant had a large, flat, hypopig- 
mented macular lesion of the face. A second lesion was noted on 
the posterior aspect of the left thigh, extending up on to the left 
buttock. The third lesion was on the anterior aspect of the 
right thigh. A smear taken from the lesion on the right thigh 
revealed a few Mycobacteria leprae. Smears taken from the 
other lesions were negative. Sulphetrone (tetrasodium 4,4’-bis|y- 
phenylpropylamino]-diphenyl sulfone) in the form of a 50% 
aqueous solution was administered by subcutaneous injections, 
which were given twice weekly with a maximum weekly dose 
of 1 gm. The child tolerated this treatment well. By the end 
of the fifth month of treatment the lesions on the face and right 
thigh were completely repigmented. The lesion on the left thigh 
persisted for over a year. At this time, after 28 months of treat- 
ment, there are no clinical manifestations of activity of the 
disease. 


Histoplasmosis: Clinical and Pathologic Study of 20 Cases, 
D. N. Vivian, L. A. Weed, J. R. McDonald and others. Surg., 
Gynec. & Obst. 99:53-62 (July) 1954 [Chicago]. 


The authors review the clinical and pathological character- 
istics of histoplasmosis as observed in 20 cases of this disease 
seen at the Mayo Clinic. The diagnosis was proved by culture 
in all but one. This case was included because the pathological 
and clinical picture was consistent with that of histoplasmosis, 
and the organisms seen on microscopic section were typical of 
Histoplasma capsulatum. Histoplasmosis is a granulomatous 
disease caused by the fungus H. capsulatum. The granuloma 
that this fungus produces is a small collection of epithelioid 
cells, intermixed with foreign body giant cells and surrounded by 
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small mononuclear cells resembling lymphocytes. Sections re. 
vealed either caseating or noncaseating tubercles, the latter type 
predominating. The disease may simulate tuberculosis so much 
that patients who present symptoms of pulmonary or even gen. 
eralized tuberculosis, but from whom tubercle bacilli canny 
be isolated, should undergo additional bacteriological] studies 
to isolate H. capsulatum. Even on histopathological examin,. 
tion histoplasmosis may simulate tuberculosis so Closely that g 
diagnosis should not be made by this method alone unless orgap. 
isms are clearly distinguishable. Histoplasmosis may be |o¢y), 
ized or generalized and it may imitate any other granulomatoys 
disease. The histoplasmin skin test did not prove useful jn gig. 
ferential diagnosis. The disease occurs much more frequently 
than was previously considered; many infections are mild and 
subclinical. The route of entry of the fungus is not definite); 
known, although circumstantial evidence strongly suggests the 
respiratory and digestive tracts. Many patients who have this 
disease will die of it, because there is no satisfactory specific 
therapy. Patients with isolated pulmonary lesions have an excel. 
lent chance of cure by surgical treatment. Involvement of the 
adrenals occurs frequently in generalized histoplasmosis, and 
this may be the causative basis for some of the cases of Addi. 
son’s disease. Histoplasmosis should be considered when a case 
of Addison’s disease is being investigated. If, on microscopic 
section, spherical or oval encapsulated organisms 2 to § x jp 
diameter are seen in the cytoplasm of macrophages in a granulo. 
matous lesion and the patient has not been in tropical areas, 
a diagnosis of histoplasmosis may be made regardless of whether 
or not a positive culture has been obtained. Positive cultures 
may be obtained even though no tubercles or organisms are 
visible in histological sections. Sabouraud’s medium is not so 
satisfactory for culturing H. capsulatum as enriched media con- 
taining antibiotics. Patients who present an oropharyngeal lesion 
or have renal involvement as evidenced by albuminuria seem 
to have a poorer prognosis than do patients without these lesions, 


Bacteriologic and Serologic Aspects of Pinta, C. R. Rein. Am, 
J. Syph. 38:336-340 (July) 1954 [St. Louis]. 


According to Rein, pinta is a distinct clinical entity that be- 
longs to the so-called treponemal diseases. Pinta has many bac- 
teriological and serologic aspects that are similar to those found 
in syphilis, yaws, and bejel but in some respects are different, 
Treponema carateum, under dark-field examination, is morpho- 
logically identical with the treponemas of syphilis, yaws, and 
bejel. Laboratory studies in vitro and in vivo did not indicate 
any consistent variation in the susceptibility to penicillin of the 
treponemas causing venereal syphilis, endemic syphilis, yaws, 
bejel, or pinta. Clinically, all the so-called treponemal diseases, 
including pinta, respond to treponemicidal agents such as bis- 
muth, arsenic, penicillin, chlortetracycline (Aureomycin), 0.)- 
tetracycline (Terramycin), dihydrostreptomycin, and the newer 
antibiotics, but the clinical response of pinta to penicillin therapy 
is slower than that of the other entities in this group. In pinta, 
four to six months elapsed before the primary or early sec- 
ondary lesions disappeared. The late secondary lesions required 
from 6 to 12 months for complete healing. Despite the slower 
clinical response of pinta to penicillin and other treponemicidal 
agents, the dark-field treponemal disappearance time is prac- 
tically the same in all the treponemal conditions. No lesions 
developed in either rabbits or hamsters to which positive m2- 
terial was transferred from four patients with typical lesions of 
pinta; but in two hamsters, each inoculated from a different 
patient, typical mobile treponemas were demonstrated in the 
inguinal lymph node by dark-field examination. Although it | 
generally agreed that pinta in its later stages confers immunity 
against reinfection, recent studies seem to indicate that the dif: 
ferent strains of treponemas do not confer immunity against 
each other. Unlike venereal syphilis but like yaws, pinta does 
not produce prenatal infections or lesions of the liver, kidney, 
or spleen. Patients in the primary stage of pinta have negative 
results from routine serologic tests for syphilis, whereas 60% 
of the patients in the secondary stages of pinta will have pos 
tive results. More recent studies indicate that with the use 0! 
more sensitive and more specific serologic tests, there will be 
a higher incidence of positive reactions in patients with early 
pinta. It is now well established that untreated patients wit 
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inta will, ultimately, develop positive serologic reactions to 
all tests employing lipoidal antigens. While Nelson’s practical 
test for the detection of a specific antibody in treponemal in- 
fections proved to be of great value in differentiating true from 
false positive reactions, it was not possible to differentiate the 
syphilis from the pinta strains of treponemas by this specific 
procedure. The bacteriological and serologic aspects of pinta 
would thus tend to corroborate the views of Hudson that this 


infection is similar in many ways to the other treponemal in- 


fections, namely syphilis, yaws, endemic syphilis, and bejel. The 
term treponematosis could well include all of these infections. 


Disease Aspect of Diabetic Polyneuritis and Its Treatment with 
Vitamin B,.. H. Sauer and A. Dissler. Deutsche med. Wchnschr. 
79:1046-1048 (June 25) 1954 (In German) [Stuttgart, Germany]. 


Vitamin By: was used in the treatment of diabetic polyneuritis 
in 18 patients between the ages of 24 and 77. The average 
duration of diabetes in these patients was 13 years, and the 
average duration of the polyneuritic complaints was 3.3 years. 
Nine patients were hospitalized and nine were ambulatory. Vita- 
min B. in watery crystalline solution was injected subcutane- 
ously or intramuscularly. A dose of 15 mcg. proved to be 
insufficient in several patients; therefore, the initial dose was 
increased to 30 to 60 mcg. per day. Treatment was continued 
for about 10 to 14 days. In a few refractory cases the daily dose 
was increased temporarily up to 1,000 mcg. After two to three 
days of treatment, most of the patients considered themselves 
improved in that pain and paresthesias subsided. Shortly there- 
after, hyperesthesia and hyperalgesia and plantar burning like- 
wise subsided. Two patients experienced relief from cramps in 
the calves. Reflex disturbances, hypesthesia, and hypalgesia did 
not improve. Symptoms caused by the autonomic nervous sys- 
tem, such as nocturnal diarrhea, incontinence of urine, im- 
potence, and decreased secretion of sweat did not improve either, 
but there is the possibility that treatment was not continued 
long enough. Of the 18 patients, 15 were improved subjectively 
or were free of complaints; 3 were not improved despite high 
doses used in 2. Doses of 30 to 60 mcg. daily for one to two 
weeks are recommended, and smaller doses are in general suffi- 
cient for the treatment of recurrences. The authors’ observa- 
tions confirmed those by Menof and Sancetta that vitamin B., 
is therapeutically effective in diabetic polyneuritis. Most im- 
pressive was the almost instant improvement even in the pres- 
ence of unbalanced metabolism, and in patients with a chronic 
course of the polyneuritis despite well controlled diabetes. Care- 
ful control of metabolism is an indispensable adjuvant to treat- 
ment with vitamin Bi. It seems highly probable that vitamin 
B,, exerts a favorable effect on the disturbed metabolism of the 
nerves in patients with diabetic polyneuritis, but the character 
of this disturbance of metabolism has not been fully elucidated. 


The Management of Chronic Hypoparathyroid Tetany. C. R. B. 
Blackburn. M. J. Australia 1:928-932 (June 19) 1954 [Sydney, 
Australia]. 


The management of patients with chronic hypoparathyroid 
tetany is illustrated by two cases, one of idiopathic hypopara- 
thyroidism in a 30-year-old woman and the other of hypopara- 
thyroidism after thyroidectomy in a 54-year-old woman. The 
patient with idiopathic hypoparathyroidism and tetany compli- 
cated by bilateral cateracts, intracerebral calcification, and epi- 
dermal changes obtained excellent control of her tetany by 
being placed on a diet of low phosphorus and calcium content, 
and receiving calcium lactate, 10 to 20 gm. daily (three to six 
teaspoonsful), to ensure a high calcium intake and to compen- 
sate for the calcium-poor diet. Dihydrotachysterol (A. T. 10) 
was given in doses of 2.5 mg. (two capsules of 1.25 mg.) daily 
with Amphojel, a proprietary colloidal suspension of aluminum 
hydroxide. The excellent and maintained biochemical response 
of the patient and her clinical improvement were striking. On 
various occasions changes in the dosage of dihydrotachysterol 
were made for investigative purposes, and it was found that 
the serum calcium level rapidly fell and tetany developed when 
dihydrotachysterol with added calcium was withheld. Her serum 
calcium level rapidly returned to normal or above when treat- 
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ment was reinstituted. After two years of treatment with di- 
hydrotachysterol, vitamin D in doses of 100,000 units daily was 
substituted for dihydrotachysterol without significant disturb- 
ance in her serum calcium or serum phosphorus levels. Cal- 
cium and serum phosphorus determinations were made fre- 
quently on this patient. The dangers of hypercalcemia can- 
not be overemphasized. Patients may take calcium and vitamin 
D for years without incident; but in some hypercalcemia may 
develop rapidly, as it happened in the author’s second patient, 
who had carpopedal spasms and a weak voice after thyroid- 
ectomy for hyperthyroidism. She too was given a diet of low 
phosphorus and calcium content and in addition 150,000 units 
of vitamin D, 15 gm. of calcium gluconate, and two teaspoons- 
ful of Amphojel daily. One month later her calcium intake 
was increased by discontinuing the calcium gluconate and by 
starting the administration of 20 gm. of calcium lactate daily. 
She was maintained well and with normal serum calcium con- 
centrations for the next six months. An acute episode of hyper- 
calcemia was observed 23 months after the institution of treat- 
ment with calcium and vitamin D, and all antitetany treatment 
was stopped. Her condition improved as her serum calcium 
level fell. Two weeks later treatment was recommenced by the 
daily administration of 50,000 units of vitamin D and 12 gm. 
of calcium lactate, but her serum calcium level rose to 13.1 
mg. per 100 cc. in 14 days, and, therefore, all antitetany treat- 
ment was suspended for six months. She is now maintained in 
a clinically and biochemically normal condition on a diet of 
low calcium and phosphorus content, 20,000 units of vitamin 
D and 6 gm. of calcium lactate daily. No reason for this pa- 
tient’s hypercalcemia can be suggested, other than that some 
remaining parathyroid tissue resumed secretion. This supposition 
is supported by the small dose of vitamin D that is now required 
to maintain the patient’s serum calcium level. Adequate treat- 
ment will eliminate acute attacks of tetany, and the chronic 
complications will not occur. The necessity for close control of 
treatment by frequent serum calcium determinations and for 
continuing treatment for the rest of the patient’s life is stressed. 


Comparison of Thyroid Function Tests. B. J. Duffy Jr., T. E. 
Wheeler, P. J. Novak and H. N. Edwards. U. S. Armed Forces 
M. J. 5:995-999 (July) 1954 [Washington, D. C.]. 


The measurement of the concentration of radioiodine (I'*') 
in the thyroid gland and the chemical determination of the 
protein-bound iodine of the blood serum are laboratory tests 
that have gained increasing use in the diagnosis of thyroid dis- 
ease. The purpose of this report is to compare I'*! and protein- 
bound iodine determinations in a group of patients referred 
for evaluation of their thyroid function, and to contrast these 
tests with the determination of the basal metabolic rate. Con- 
centration in the thyroid gland was measured one hour and 24 
hours after the oral administration of 10uc of I'*!. The patient 
was in the fasting state to facilitate the one hour screening de- 
terminations of I'*!. A careful history of any previous intake 
of desiccated thyroid, iodine-containing medication, or iodized 
oils used in roentgenographic diagnosis was obtained to rule 
out these sources of error. Six cubic centimeters of blood was 
drawn into a tube and the protein-bound iodine was determined 
by the method of Brown and associates, with minor modifica- 
tions. This method enables a technician to make up to 12 de- 
terminations daily in duplicate. The same iodine compounds 
which interfere with the I"°1 tests adversely affect the determi- 
nation of protein-bound iodine. The I'*! and protein-bound iodine 
test results in 50 euthyroid and in 25 hyperthyroid patients are 
shown in figures. In the normal patients more than 97% of the 
results were between the limits of 5% and 45% I'%! concentra- 
tion, and 100% were between 3.5 and 8 protein-bound iodine 
gamma per 100 cc. of serum. In the hyperthyroid patients, I'*! 
concentration was between 50% and 85% in over 94% of the 
cases, while in all cases the protein-bound iodine per 100 cc. 
of serum was between 8 and 16 or more. Despite the expected 
overlap between the higher normal and lower hyperthyroid 
readings, there was clear-cut separation between the euthyroid 
and hyperthyroid groups with both tests. The authors show 
that the basal metabolism test is of limited value in the diag- 
nosis of thyroid function. 
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Needle Biopsy of the Liver: An Appraisal of Its Diagnostic Indi- 
cations and Limitations. M. S. Kleckner. Ann. Int. Med. 
40:1177-1193 (June) 1954 [Lancaster, Pa.]. 

Needle biopsy of the liver is a valuable diagnostic measure 
and the information it provides can be used to supplement that 
obtained from the history, physical findings, and biochemical 
tests in cases of hepatic disease. The procedure, when adequately 
performed, causes the patient minimal discomfort and often 
saves him from unnecessary laparotomy in the presence of 
metastatic neoplasm or acute hepatitis. The approach to the 
liver may be either subcostal, in the case of a palpably enlarged 
liver reaching 3 cm. or more below the costal margin, or inter- 
costal. Complications accompanying the procedure include post- 
biopsy pain, “pleural shock,” bile peritonitis, hemorrhage, 
pneumothorax, hydrothorax, perforation or penetration of an 
adjacent organ, and even death. Contraindications to its use are 
the presence of hemorrhagic conditions; hepatic abscess; diseases 
affecting the right lower lung, diaphragm, and peritoneum; and 
ascites. Multiple biopsy punches in cases of obstructive jaundice 
are hazardous and should be avoided. Comparison of needle 
biopsy and necropsy liver specimens from patients with diffuse 
pathological processes affecting the liver may be expected to 
show a high degree of diagnostic correlation. Diagnostic indi- 
cations for the procedure, therefore, consist chiefly of indetermi- 
nate hepatomegaly, portal cirrhosis, hemochromatosis, primary 
and metastatic neoplasms, hepatitis and its sequelae, and poly- 
cystic disease of the liver. Focal or widely separated lesions, 
however, may be missed completely, and this constitutes one 
of the principal objections to needle biopsy. Granulomatous 
hepatitis or miliary granuloma of the liver may be observed 
histologically in patients with such varying conditions as sar- 
coidosis, brucellosis, histoplasmosis, syphilis, tularemia, and 
lymphoma and should be considered a nonspecific finding. The 
quantity of liver tissue obtained at biopsy is usually too small 
to permit culture for bacteria and fungi. The value of the pro- 
cedure is also limited by the difficulty of distinguishing histo- 
logically between various disease processes, such as primary and 
secondary cirrhosis and chronic hepatitis with jaundice and ob- 
structive jaundice. A diagnosis of hemochromatosis, however, 
can be reliably confirmed only by needle biopsy, especially if 
the disease is subclinical. 


Diagnosis of Cancer of the Stomach in Its Initial Stage. C. 
Debray. Semaine hdép. Paris 30:2798-2805 (July 10-14) 1954 
(In French) |Paris, France]. 

The gastric cancer that is discovered in its initial stage can 
be cured by surgical removal. Unfortunately, early diagnosis 
of this initially relatively asymptomatic lesion is very difficult 
and requires a great many clinical and laboratory studies. Most 
patients with cancer of the stomach present themselves when 
the lesion is anatomically no longer in its initial stage or when 
it is inoperable. Radiographic study is essential, and must be 
as technically perfect as possible. Expert interpretation of the 
pictures is required. There is no characteristic picture, but cer- 
tain ones are suspect, such as an area of stiffness, a niche, or 
a lacuna. Radiography alone is not definitive, but must be asso- 
ciated with other techniques, particularly gastroscopy, which 
ought to be considered its complement. This method can be 
used repeatedly to follow the evolution of the cancer, which 
appears as an erosion, a vegetation, or a localized parietal in- 
filtration. Biopsy of the gastric mucosa and gastric cytodiagnosis 
are new and important methods that are being perfected. The 
former does not lead to gastric hemorrhage, as some believe, 
witness the fact that the authors performed about 1,000 such 
biopsies without mishap. It is, nevertheless, a very cumbersome 
procedure; the second is much less so. In spite of the efforts 
made in the last 20 years, the number of cases of gastric cancer 
diagnosed in the initial stage has been small. Although sys- 
tematic isolation of it is now possible with the four techniques 
mentioned, such a program would be unfeasible for large num- 
bers of persons. It is suggested that two classes of subjects be 
watched: descendants of gastric cancer patients and persons with 
achlorhydria, especially those with pernicious anemia. 
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SURGERY 


Surgical Treatment of the Auriculotemporal Syndrome. B 
Coldwater. A. M. A. Arch. Surg. 69:54-57 (July) 1954 (Chicago) 


According to Coldwater the disagreeable symptom complex of 
gustatory sweating was first reported as the auriculotempora| 
syndrome by Frey in 1923, and a number of cases have been 
subsequently reported. The condition most frequently follow, 
operations on, or injuries to, the parotid gland and is character. 
ized by flushing and profuse sweating on eating in the cutane ys 
distribution of the auriculotemporal nerve. Gustatory sweating 
has been reported also in areas supplied by other divisions of 
the sensory supply of the head and neck, such as in the frontal 
area supplied by the supraorbital nerve, in the neck following 
a cervical thoracic sympathectomy performed through the 
posterior approach. Gustatory sweating in the distribution of 
the sensory nerves of the head and neck is not inhibited by pro. 
caine blockade of the cervical sympathetic trunk or ganglia. 
Sympathetic blocking agents are also ineffective. Coldwater pre- 
sents histories of two patients in whom resection of the auriculo. 
temporal nerve and its anastomotic branches from the facial 
nerve produced relief from gustatory sweating. It is postulated 
that the efferent arc in this syndrome is composed of cranial 
sudomotor fibers passing by way of the facial nerve to the 
cutaneous nerves of the head and neck. The occurrence of this 
syndrome following operations on the parotid gland may be 
prevented by the section of the auriculotemporal nerve or the 
facial anastomotic fibers at the time of the primary operation, 


The Results of Mitral Valvotomy for Mitral Stenosis. J. H 
Gibbon Jr., F. F. Allbritten, J. Y. Templeton and others. Ann, 
Surg. 139:786-796 (June) 1954 [Philadelphia]. 


The technique of mitral valvotomy, by either the finger frac- 
ture or the knife method, is relativeiy simple, and the end-results 
of the operation apparently depend more on the severity of 
the destructive processes of the initial disease, the anatomic 
changes present, and the functional capacity of the patient than 
on the skill of the surgeon. Thus the results reported from 
many different clinics are remarkably similar and generally ex- 
cellent. Accurate assessment of the results of the operation is 
often difficult, partly because the functional status of these 
patients may change from time to time and partly because 
several different methods may be employed for this purpose. 
The standard functional classification of the New York Heart 
Association was used by the authors in determining the pre- 
operative and postoperative status of the 95 patients in their 
series. A mistaken diagnosis of mitral stenosis led to valvotomy 
in 11 patients who were found at operation to have mitral re- 
gurgitation without a significant degree of mitral stenosis. These 
patients should obviously not have been subjected to valvotomy, 
although, whenever mitral stenosis seems to be present, an ex- 
ploratory procedure should be carried out. Complete relief of 
their symptoms was obtained by 6 of the 15 patients in class 4, 
most of whom were in chronic congestive failure. These patients 
are extremely poor risks, but since valvotomy may prove bene- 
ficial to them and their prognosis without it is hopeless, it should 
be tried, provided there is good evidence of mitral stenosis. 
Follow-up of six months or more in’61 of the patients with 
mitral stenosis, sometimes associated with mitral regurgitation, 
in whom valvotomy was performed showed that 43 had excel- 
lent results; 8 had good results; the condition of two was un- 
changed; and one was made worse. Five of the six operative 
deaths in this group occurred in class 4 patients; the other 
occurred in a patient with class 3 disability; and there was one 
late death, also in a class 3 patient. 


Cardiac Enlargement Following Mitral Commissurotomy. L. A. 
Soloff and J. Zatuchni. Am. J. M. Sc. 228:57-69 (July) 1954 
[Philadelphia]. 

Serial roentgenograms of the heart were made of 44 con- 
secutive patients subjected to mitral commissurotomy. Of the 44, 
7 died and 17 could not be followed roentgenologically for a 
minimal postoperative interval of six months because of geo- 
graphical reasons. Of the remaining 16 female and 4 male pa- 
tients between the ages of 5 and 57 years, 11 had larger cardiac 
shadows than those observed preoperatively; in 4 the cardiac 
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shadow was unchanged; and in 5 it was slightly smaller than that 
pefore the commissurotomy. The changes in cardiac size, 
whether in the direction of increase or decrease, were, in most 
instances, the result of over-all generalized changes and not the 
result primarily of changes in those portions of the heart proxi- 
mal to the obstruction of mitral stenosis. The only exception 
io this statement is the decrease or absence of the left third 
egment presumably due to surgical amputation of the left 
auricular appendage. Of the five patients with minimal universal 
jiminution in cardiac size occurring after commissurotomy, two 
had a pulmonary infarction one month and two weeks, respec- 
tively. before the operation, a third patient had recurrent bouts 
of infection of the respiratory tract, the fourth had cough, ankle 
edema, and orthopnea for three months before the operation, 
and the fifth patient had been under the care of a psychiatrist 
for emotional problems. In all these patients, the diminution in 
cardiac size was attributed principally to a natural remission 
from a preoperative event precipitating heart failure. Of the 20 
patients, 17 had a systolic murmur after the operation and the 
authors consider this murmur as indicative of mitral regurgita- 
tion. Ten of the 17 patients had larger cardiac shadows after the 
operation. The surgical production of mitral a in 
rare cases May produce permanent cardiac enlargement. @ardiac 
enlargement after mitral commissurotomy, however, is attributed 
primarily to an intensification or reactivation of rheumatic 
carditis, which occurred in 7 of the 11 patients with larger 
cardiac shadows. 


Chronic Constrictive Pericarditis. R. Robertson. Am. J. Surg. 
88:76-87 (July) 1954 |New York|. 


Constrictive pericarditis is usually the result of tuberculous 
pericarditis. In this series of seven cases of constrictive peri- 
carditis treated surgically, there was definite evidence of tuber- 
culosis in four patients, and suggestive histories in two. Highly 
satisfactory results were obtained from pericardiectomy in five 
patients, and two died shortly after operation. Two of the seven 
were operated on during the clinically active stage of their tuber- 
culous pericarditis. Neither operation proved to be of value: 
one of the patients died, and the other had to have a second 
pericardiectomy. Surgery is ideally not indicated until tuber- 
culous pericarditis has become inactive and fibrosed and con- 
stricts the heart. The essential factor in surgical treatment of 
this condition is freeing of the ventricles, first the left and then 
the right. This is all that is required in most cases. However, the 
possibility of obstruction of the vena cava must be considered 
and searched for while planning operation. 


Use of Hypothermia in Prevention of Paraplegia Following Tem- 
porary Aortic Occlusion: Experimental Observations. R. G. 
Pontius, H. L. Brockman, E. G. Hardy and others. Surgery 
36:33-38 (July) 1954 [St. Louis]. 


Although surgical treatment of aortic disease by resection pro- 
vides a more favorable outlook for these grave conditions, cer- 
tain technical factors limit the application of this form of 
therapy. This stems primarily from the fact that cross-clamp- 
ing of the aorta is necessary during the excision of the diseased 
segment and its replacement by an aortic homograft. In cases 
in which the lesion is constrictive or obliterative, such as coarc- 
lation, this does not constitute a problem owing to the fact that 
a collateral circulation already exists. In patients with aneur- 
ysmal disease, cross-clamping of the aorta creates potential 
ischemic hazards. Studies were undertaken to determine the 
effectiveness of hypothermia in preventing spinal cord damage 
following temporary arrest of the circulation in the thoracic 
aorta. Four groups of experiments were performed with a con- 
(rol series in each group and with the period of aortic occlusion 
being one hour for all animals. Although the aorta was occluded 
just distal to the left subclavian artery in all the animals, in 
certain groups additional measures were used to diminish distal 
blood flow, such as interruption of intercostal arteries and also 
the additional occlusion of the aorta at a lower level. Whereas 
there was only a slight reduction in over-all mortality following 
use of hypothermia in these experiments, there was a striking 
reduction in the incidence of paraplegia. The over-all paraplegia 
rate for the surviving control animals was 65%, but none of 
the surviving hypothermic animals had paraplegia. On the basis 


MEDICAL LITERATURE ABSTRACTS 645 


of these experiments it is concluded that hypothermia has a 
definite protective influence against ischemic damage of the 
spinal cord following high aortic occlusion. 


Surgical Reversal of Superior Vena Cava Syndrome: Report of 
Case Caused by Intrathoracic Goiter and Associated with Roent- 
genographic Hilar Vascular Shadow Simulating Neoplasm of 
Chest. B. A. McArt, F. B. Ramsey, W. A. Tosick and K. R. 
Woolling. A. M. A. Arch. Surg. 69:4-11 (July) 1954 [Chicago]. 


The symptoms of superior vena cava obstruction are due to 
venous hypertension in the region normally drained by this ves- 
sel. The most prominent signs are the increased venous pattern 
and the cyanosis in the upper half of the body. The veins in the 
upper extremities, head, neck, and chest are dilated and promi- 
nent and exhibit increased venous pressure, as contrasted with 
the normal pressure in the veins of the lower extremities. The 
50-year-old patient whose case is presented was hospitalized for 
treatment of varicosities and cellulitis. Physical examination dis- 
closed large distended veins of the neck and upper extremities 
and a marked increase in the venous pattern of the chest. The 
thyroid gland was moderately firm and multinodular, but it was 
not possible to delineate the lower poles of the gland. When 
the patient swallowed, both enlarged lobes of the thyroid could 
be felt extending downward to a substernal position. The in- 
creased venous pattern of the upper half of the body became 
more prominent on recumbency. The patient had noted fulness 
of the neck for the past 5 to 10 years and prominent veins of 
the neck and chest for a somewhat shorter period. Roentgeno- 
logic and fluoroscopic examinations of the chest disclosed an 
increase in the size of the left hilar shadow, suggestive of bron- 
chogenic carcinoma. There was also a homogeneous density in 
the mediastinum in the supracardiac region, with slight narrow- 
ing of the tracheal air shadow in this region, suggestive of an 
intrathoracic goiter. The region of the thyroid was explored 
and a large intrathoracic goiter found. Subtotal thyroidectomy 
was performed, removing approximately seven-eighths of each 
lobe of the gland and the isthmus. The engorgement and en- 
largement of the veins of the neck, upper extremities, and chest 
disappeared in the postoperative period. The cellulitis of the 
right leg was treated by elevation of the extremity and appli- 
cation of warm moist packs, with resultant healing. The pre- 
operative sensation of “fulness” in the head, the tinnitus, im- 
paired hearing, conjunctivai injection, and hoarseness decreased 
considerably. Substernal goiter should be considered in the dif- 
ferential diagnosis of the superior vena cava syndrome. Dilated 
hilar veins may be an integral component of the superior vena 
cava syndrome, and roentgenologically, these may produce a 
hilar shadow that may simulate that caused by pulmonary neo- 
plasm. The shadow may regress after removal of the obstruc- 
tion to the superior vena cava. The superior vena cava syndrome 
does not necessarily indicate a bad prognosis, which in each 
case is determined by the nature of the obstructive lesion. 


Operations for Fibrous Stenosis of the Common Bile Duct. 
A. M. Dogliotti and E. Fogliati. Surgery 36:69-79 (July) 1954 
|St. Louis]. 


Dogliotti and Fogliati state that choledocho-odditis (stenos- 
ing, scleroretractile odditis) is rarely primary; it is frequently 
accompanied by stones in the gallbladder and by choledochitis, 
together with chronic pancreatitis, or by lymphadenopathy of 
the choledochoduodenal pancreatic trigone. !n such cases, or 
in case of a dilated choledochus, after having carried out the 
subserous cholecystectomy, if this is necessary, and having per- 
formed a choledochotomy at the point of the supraduodenal part 
of the common bile duct, Dogliotti and Fogliati perform 
sphincterotomy and plastic surgery of the papilla of Vater, with 
temporary transcholedochopapillary biliary drainage, both ex- 
ternal and internal. This method is ideal because it conserves 
the sphincter of Oddi in its physiological function, a true safety 
valve and protection of the biliary ducts against the possibility 
of cholangitis arising from alimentary reflux. The authors con- 
sider five types of postoperative cicatricial stenosis that require 
surgical treatment. In the case of stenosis of limited extension 
with simple reduction of the biliary lumen, they enlarge the 
biliary lumen by a longitudinal incision and a transverse evert- 
ing suture over a tube prosthesis pushed into the duodenum. 
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In the case of loss of substance and in closed, briefly extended 
stenosis of the common bile duct, they perform a resection of 
the stenotic tract and reconstruct the principal biliary tract with 
a biliobiliary suture over a tube prosthesis. In cases of closed 
stenosis, or of notably extended loss of substance of the common 
bile duct, but with conservation of a stump of the hepatic duct, 
they perform a terminolateral hepaticoduodenostomy or a 
hepaticojejunostomy to the jejunum, which is defunctionalized 
by an enteroenterostomy. In certain cases they performed the 
operation described by Lahey and Cattel. In cases of double 
biliary stenosis, the first primary of the papilla and the second 
postoperative at the level of the supraduodenal tract of the com- 
mon bile duct, the omission of recognition of one of the stenotic 
points leads to failure. In cases of complete destruction of the 
common bile duct the authors regard intrahepatoductogastros- 
tomy, which they devised and used since 1946, as the only 
possible surgical treatment. 


Injury of Cervical Vertebrae with Sequela After 50 Years. C. S. 
MacCarty and R. A. Mendelsohn. Proc. Staff Meet., Mayo 
Clin. 29:372-375 (June 30) 1954 [Rochester, Minn.]. 


A 66-year-old man was admitted to the Mayo Clinic in Sep- 
tember, 1953, with a draining abscess of the right posterior 
aspect of the neck. His past history revealed that in 1901, at 
the age of 14 years, he had been shot with a .22 caliber rifle, 
the bullet entering above the upper lip, below the left nostril, 
nicking the tongue, and lodging in the neck. He remained well 
until 1951, two years before admission, at which time, while 
cranking a motor, he felt something snap in the back of his 
neck. For the next month he had pain, tenderness, and swell- 
ing in the back of the neck. He visited a physician who took 
cervical roentgenograms and told him that the bullet was still 
present and was lodged in the first cervical vertebra. The neck 
was explored, and an abscess was drained. The wound continued 
to drain for six months despite antibiotic and local therapy. 
Another abscess formed below the first one, and when the sec- 
ond abscess was drained, the upper sinus healed. The lower 
wound continued to drain purulent material until the patient’s 
admission to the clinic. The sinus and the fragments of the 
bullet were removed. It is assumed that the pathogenesis of the 
osteomyelitis with subsequent draining sinuses was related to 
the proximity of the bullet to the nasopharynx. Although no 
direct connection of the bullet or the sinuses with the pharynx 
could be demonstrated, the history of the patient’s having tasted 
media used to irrigate the sinus, and the demonstration with 
ethyl iodophenylundecylate (Pantopaque) that the sinus con- 
nected with the retropharyngeal soft tissues supported this 
hypothesis. 


Adrenal Medullectomy in Syndromes Caused by Hypersecretion 
of the Adrenal Meduila and in Many Conditions of the Mes- 
enchyma: Results of 605 Unilateral and Bilateral Interventions. 
L. Durante. Minerva chir. 9:506-513 (June 15) 1954 (In Italian) 
[Turin, Italy]. 


Durante states that adrenal medullectomy—unilateral and bi- 
lateral—is the intervention of choice in the treatment of con- 
ditions caused by increased secretion of the adrenal medulla. 
Only one-tenth of the gland is removed, and the adrenal cortex 
with its hormones, among which are some that counteract the 
medulla’s hypersecretion, is spared. He uses the extraperitoneal 
approach, mobilizes the gland, grasps it with a forceps, pro- 
duces a small incision on the exposed edge, and introduces 
through the incision spoons of various sizes with which the 
medulla is curetted away. The bleeding from the central vein 
of the adrenal is easily controlled by compression. When operat- 
ing on the right adrenal, which is very close to the vena cava, 
great caution should be used. Accidents are, however, very rare. 
The author never injured the vena cava and never observed 
immediate or late signs of medullary insufficiency or noticeable 
phenomena of vascular collapse. From 1935, when he first intro- 
duced this procedure, to the time of writing, Durante has per- 
formed 605 medullectomies with no operative mortality. A total 
of 126 medullectomies, of which 11 were bilateral, in patients 
with Raynaud’s disease gave excellent results in 67 and good 
in 46, and brought some improvement in 13. The best results fol- 
lowed bilateral medullectomy. Recoveries have lasted for more 
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than 10 years. Results following unilateral medullectomy in 
patients with essential hypertension were excellent in 20, 200d 
in 32, moderate in 7, and none in 2. Bilateral medullectomy in 
patients with the same condition gave excellent results in 10 
good in 8, and moderate in 5 patients. The intervention—}j. 
lateral in 12 and unilateral in 1—gave good results in 13 patien), 
with paroxysmal hypertension, in whom the attacks disappeared 
and pressure returned to normal. One patient with hypertensive 
polycythemia was improved, and 12 patients with Malignant 
hypertension were also benefited by unilateral or bilatera 
medullectomy. The intervention on one or both adrenals bene- 
fited 256 patients with endarteritis obliterans. The best resyl;s 
were obtained in those patients in whom the condition was not 
of long standing and in those in whom the intervention was 
bilateral. Medullectomy in patients with sclerodermic syndromes 
increased the temperature of the skin and mucosa and had a goo 
effect on the peripheral circulation, the motility of the joints, 
the contraction and tonus of the muscles, and the tropism oj 
the skin and the subcutaneous tissue. During the last 20 years 
medullectomy has given the author better results than interven. 
tion on vessels, nerves, and ganglions. The clinical recoveries 
obtained in patients with syndromes that are associated with 
hypersecretion ~° the adrenal medulla indicate that medullec. 
tomy affects aly the vascular system but also all the 
mesenchymas. 


Coarctation of the Aorta in the Infant: Its Surgical Correction, 
J. Nouaille, J. Mathey, O. Schweisguth and others. Semaine 
hdp. Paris 30:2610-2622 (June 25) 1954 (In French) |Paris, 
France]. 

Of 15 infants with coarctation of the aorta, 5 were operated 
on and 10 were not. One of the five died. Eight of the 10 died, 
and the other 2 had remissions. It appears that surgical treat- 
ment is indicated for this condition; the authors recommend 
it as soon as the diagnosis is made. Two theoretical objections 
advanced before operation proved to be unfounded. The first 
was the idea that stenosis of the aortic isthmus in infancy js 
always a long, hypoplastic segment, as opposed to the diaphragm 
type seen in adults. The authors did not see any case of the 
“infantile” type, either at surgery or autopsy. The second objes- 
tion was that to the long period of aortic clamping necessitated 
by surgical intervention. It was held that a sufficient collateral 
circulation would not yet have developed in the pediatric pa- 
tients, but this was untrue. The four children who survived 
operation were greatly benefited by it. The one who died had 
a bronchopulmonary obstruction. This is now considered a con- 
traindication to surgery. Postoperative complications included: 
abdominal distention; marked diuresis; pulmonary disorders, 
principally atelectasis from bronchial obstruction; and bulimia. 
The most important feature in the diagnosis of the coarctation 
of the infantile aorta is comparative palpation of the radial and 
femoral arteries. Often no pulse at all is felt in the latter, but, 
in any case, there is always a significant difference between the 
two. 


Carcinoma of Breast: Surgical Follow-Up Study. A. K. Boyd, 
H. T. Enterline and J. G. Donald. Surg., Gynec. & Obst. 99:9- 
21 (July) 1954 [Chicago]. 


To ascertain the results of the surgical treatment of carcinoma 
of the breast and to test the reliability of various criteria of 
operability and prognosis, a detailed analysis was made of all 
patients with carcinoma of the breast treated at the Hospital of 
the University of Pennsylvania during the 20 year period from 
1924 through 1943. The 1,034 patients included 227 secondary 
cases that previously had been treated elsewhere. The 80’ 
primary cases were further analyzed. About half of the patients 
had no pain, and those who did complain of pain in the breast 
or axilla considered it mild, transient, or intermittent. The 
studies by five-year periods of the time interval between the 
onset of the first symptom of breast carcinoma and the admis- 
sion of that patient to the hospital indicate an encouraging im- 
provement. Whereas in the 1924 to 1928 period, only 0.8% 
of the patients reported in less than two weeks from the onset 
of symptoms and 5.8% in less than one month, in the 1939 
to 1943 period these percentages had risen to 12.2% and 23.3% 
respectively. Conversely, whereas in the 1924 to 1928 period, 
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19.0% of the patients were admitted with symptoms of over 
12 months in duration, this situation obtained in the 1939 to 
1943 period in 9.5%. Six hundred seventy-nine of the 807 pa- 
tients with breast carcinoma were subjected to surgical therapy, 
and 114 were given radiation therapy because of refusal to per- 
mit surgery, hopeless local advancement of carcinoma, or dis- 
tant metastatic spread of the disease. It was found that the 
criteria of operability set forth by Haagensen and Stout were 
fairly well but not absolutely supported in this series of cases. 
Some instances of salvage in the presence of skin ulceration 
combined with edema of the skin make this a somewhat less 
dire prognostic finding. The liberal rather than strict applica- 
tion of their criteria will result in the salvage of an occasional 
additional breast carcinoma patient. Classification of the breast 
carcinomas by Richards’ stage classification and by his clinical 
index of malignancy enables one to predict with greater accuracy 
than by the choice of any single pathological feature the odds 
of a patient’s surviving five years and of being free of evidences 
of breast carcinoma. There was more evidence that papillary, 
strictly intraductal, and colloid carcinomas have a better prog- 
nosis ‘than breast carcinomas in general. Poor prognoses are 
associated with diffuse involvement of the breast, multiple car- 
cinomas of the breast, involvement of pectoral fascia and muscle, 
and blood vessel invasion. Microscopic involvement of the skin 
and invasion of the axillary fat from involved lymph nodes 
eem not to affect prognosis. There was indirect evidence that 
carcinoma in the young affords no worse a prognosis than in 
any other age group. The results of simple mastectomy, even 
though applied to patients with less far-advanced disease than 
those to whom radical mastectomy was applied, have failed to 
prove as beneficial as the results of radical mastectomy. Radi- 
cal mastectomy is the best treatment for carcinoma of the breast 
that can be operated on. 


Benign Gastroduodenal Disorders Treated by Billroth-I Gastric 
Resection. E. J. Schmitz, H. N. Harkins, H. G. Moore and 
H. H. Olson. Lancet 2:4-9 (July 3) 1954 |London, England]. 

The physiological, technical, and clinical advantages of the 
Billroth 1 operation, at present apparently in disfavor, are pre- 
sented. A series of 198 patients with benign gastroduodenal 
conditions were treated by this method. Sixty-six per cent of 
them had duodenal ulcer. An average proved 71% resection 
was done in 104 cases. The mortality was six (3%) in this group 
of patients, of whom 45% were aged 60 or over. Ulceration of 
the gastric stump occurred in 1%. The postgastrectomy dump- 
ing syndrome was manifested in 37%. In 92% of the 184 cases 
the result was at least satisfactory. The authors conclude that 
the Billroth 1 operation is applicable to most cases of duodenal 
lesions. They have done only two Billroth 2 operations in the 
last two and a half years. 


Suture Ligation of the Lung and Partial Thoracoplasty in the 
Treatment of Tuberculosis: A Four-Year Experience. P. T. De- 
Camp and P. W. Acree. Am. Rev. Tuberc. 70:61-70 (July) 1954 
[New York]. 


In the course of four years, partial thoracoplasty and suture 
ligation of the upper lung, according to Paulino’s technique, 
was performed 42 times in 38 patients with far or moderately 
advanced pulmonary tuberculosis. The operation was carried 
out as a unilateral procedure in 34 patients and as a bilateral 
procedure in 4. Twenty-one patients were aged over 40, and 9 
were over 50. Thirty-seven patients on whom 40 operations 
were performed had been followed long enough for an evalu- 
ation of the results of the operation. Twenty-two (59%) had 
their disease classified as inactive (according to the classification 
of 1950 of the National Tuberculosis Association) for a mean 
period of 23 months; in 7 patients the lesions were arrested for 
a mean period of 11 months; 5 patients had active disease; and 
3 patients died. Thus approximately 80% of the patients ob- 
tained apparent arrest or inactivation of their disease after suture 
ligation of the lung and partial thoracoplasty, and in only one 
patient has ipsilateral disease, once apparently controlled, subse- 
quently been reactivated. These results indicate that suture liga- 
tion of the lung with partial thoracoplasty is a safe, reliable 
method of assisting in the control of pulmonary tuberculosis in 
properly selected advanced cases of involvement of the upper half 
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of one or both lungs. It is a single-stage operation in which costal 
resection and skeletal deformity are minimal and respiratory 
function is well preserved. The authors believe that lung suture 
with partial thoracoplasty is more reliable and less complicated 
than other forms of partial thoracoplasty. No significant foreign 
material is introduced, no large empty space is created, and a re- 
liable degree of collapse, compression, and fixation of the 
diseased lung is attained as the ligatures are carefully applied 
under direct vision. For disease that does not extend below the 
level of the hilum, the procedure has significant advantages over 
more extensive thoracoplasty techniques. Under certain circum- 
stances the Paulino procedure is preferable to excisional surgery 
and, in a few carefully selected cases, lung suture may be used 
effectively when all other surgical techniques are contraindicated. 


Surgical Management of Congenital Megacolon (Hirschsprung’s 
Disease). D. State. Am. J. Gastroenterol. 22:47-54 (July) 1954 
[New York]. 

Physiological studies and examination of the colon after a 
barium enema in 18 patients with congenital megacolon re- 
vealed a normal rectum; a “narrowed” segment of the recto- 
sigmoid and sigmoid portions of the colon; marked dilatation 
and absence of peristaltic waves and normal haustral markings 
of the descending, sigmoid, and variable portions of the left 
side of the transverse colon; active peristalsis and normal haustral 
markings of the cecum, ascending, and right side of the trans- 
verse colon. When the colon is exposed at laparotomy the dif- 
ferences between the right and left sides of the colon are marked 
and correspond to the roentgenographic findings. A one-stage 
transabdominal operative procedure is described in which the 
narrowed terminal segment of the sigmoid and portion of the 
colon showing no peristaltic activity roentgenographically are 
removed. The residual part of the large intestine (ascending and 
right side of the transverse colon) is then anastomosed to the 
upper portion of the rectum at a distance of 6 to 10 cm. from 
the anal skin margin. This operation has been done in 18 pa- 
tients without a death. Seventeen have had excellent results, 
while the remaining patient has had to resort to enemas on 
several occasions since operation. The period of follow-up in 
these cases ranges from 6 to 48 months. The saving of the 
rectum is of importance, because it eliminates damage to the 
nervi erigentes, which is a deterrent to the acceptance of opera- 
tive procedures in which the rectum is removed. 


NEUROLOGY & PSYCHIATRY 


Medical Tests for Detecting Latent Epilepsy and Fluctuations 
in the Level of Consciousness. P. M. van Wulfften Palthe. J. 
Aviation Med. 25:275-283 (June) 1954 |St. Paul, Minn.]. 

Some candidates for training in aviation deliberately try to 
conceal the presence of grand mal and absences and allied dis- 
turbances of consciousness. Certain persons are unconscious of 
their condition and others do not realize the significance of faint- 
ing spells, dizziness, and syncopes. Van Wulfften Palthe of the 
Netherlands Aero-Medical Center discusses the nature and value 
of a test, which was adapted by Wiersma from a test that Bour- 
don had devised to measure concentration of attention. On a 
sheet of paper a standard configuration of dots or stipples are 
printed in 50 consecutive lines, each line containing the same 
number of three, four, and five stipple diagrams, differently 
shaped. The person tested must cross out as quickly and as accu- 
rately as possible all the “fours.” The time per line, the total 
time, the number of mistakes and omissions, and the spreading 
of the times for every separate line—the dispersion—are the 
significant factors. Not only is attention measured but also aware- 
ness and alertness. Moreover, the degree of application to a 
tedious and seemingly infantile or senseless task proved to be 
an important factor in judging a personality. The rhythmical 
crossing-out movements appeared to put some subjects into a 
hazy, dream state. Now, in the era of electroencephalography 
and of refined psychological and complicated psychotechnical 
examinations, the author still prefers the Bourdon-Wiersma 
test for confirmatory evidence. In groups of candidates who were 
tested by selection board methods and groups the author ex- 
amined with the stipple sheets, it happened that in 59% the 
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qualification of the selection board agreed with the results of 
initial flight training, while the stipple sheet test gave concur- 
rence in 78%. Abnormalities in the electroencephalograms are 
sometimes found when subjects fast for 12 hours or more. The 
author suggests that flight surgeons should stress the importance 
of a good carbohydrate breakfast for pilots and of the avoid- 
ance of long intervals between meals. He also discusses inter- 
mittent sensory stimuli and reviews a case of photogenic epilepsy, 
which demonstrated the remarkable influence of intermittent 
light stimuli on cerebral activity in some persons. Working con- 
currently with electroencephalography and the stipple sheet test, 
the author also found that the test registered a lowering of 
consciousness provoked by the test itself. During approximately 
15 minutes there is a kind of feed back to the subject of his 
intermittent motor actions with a definite rhythm (cortical im- 
pulses from the visual area induce the movements of the hand 
and proprioceptive stimuli originated there and traveling along 
the pathways of sensibility reach the upper brain stem) and this 
led after a while to a lowering of consciousness manifesting 
itself in irregularity and slowing. Reexamining all the collected 
data of the Bourdon-Wiersma test on epileptics, it could be shown 
that slowing and irregularity occur only after the first 10 lines. 
The most characteristic feature in all kinds of epilepsy is the 
wide dispersion curve and the dispersion width, i. e., the spread- 
ing of the last 40 lines was about 50% greater than that of the 
first 10. 


Penicillin Treatment of General Paresis: A Clinicoanatomic 
Study. A. J. Gianascol, G. D. Weickhardt and M. A. Neumann. 
Am. J. Syph. 38:251-269 (July) 1954 [St. Louis]. 


Fourteen patients with general paresis were given a course 
of 6,000,000 units of aqueous sodium penicillin intramuscularly 
within a 30 day period. Twenty-five thousand units were given 
every three hours. A lack of uniform correlation between clini- 
cal course, laboratory data, and the neuropathological abnor- 
malities was evident. Ten patients were of the simple dementing 
paretic type, one patient had juvenile paresis, one showed manic- 
grandiose features, and two had a schizoid type of reaction. 
All patients had a strongly positive reaction to the Kolmer test 
except two, in whom this test was negative and remained so for 
the duration of hospitalization. Five patients had negative re- 
sults after treatment from the serologic blood tests for syphilis. 
Ali patients had on admission positive spinal fluid tests for 
syphilis and first-zone colloidal gold curves. The follow-up spinal 
fluid findings of all patients showed a decrease in the white 
blood cell count and protein, followed by a slow reversion of 
the spinal fluid test for syphilis and colloidal gold curve to nor- 
mal. All patients died, and the interval between treatment and 
death varied from 4 to 85 months. Necropsies revealed minimal 
macroscopic changes in the brain. There was a persistence of a 
meningeal fibrosis with minimal lymphocytic and plasma cell 
infiltration, persistence of a prominent marginal gliosis, per- 
sisting evidence of cortical neuron loss, and, in many cases, 
minimal to moderate disturbance of the architecture of the 
cortex. Astrocytosis and microglial reaction including presence 
of rod cells may persist to a minimal and, less frequently, a 
moderate degree. Perivascular infiltration gradually subsided as 
the time interval between treatment and death lengthened and 
was not present in any patient who died 42 or more months 
after treatment. Proliferation of capillary endothelium may per- 
sist in a minimal amount after treatment. As the interval be- 
tween treatment and death lengthened, the neuropathological 
findings approached those of inactive paresis, and, after 38 
months, there was no evidence of activity of the syphilitic process 
in the brain. 


Central Nervous System Complications Resulting from Penicil- 
lin (Cerebral Drug Allergosis and Herxheimer’s Reaction). G. 
Huber. Deutsche Ztschr. Nervenh. 171:460-473 (No. 6) 1954 
(In German) [Berlin, Germany]. 


Huber reviews the literature on severe and fatal complications 
of the central nervous system following administration of 
penicillin. He observed two patients who died from central 
nervous complications following intramuscular injection of 
penicillin. A woman, aged 39, with trophic ulcers of the feet, 
was given penicillin for a complicating cellulitis. After the third 
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intramuscular injection of penicillin, loss of consciousness. con- 
vulsions, and an urticarial exanthem developed, and death {). 
lowed within four days. Study of the brain at necropsy revealed 
edema, diapedetic hemorrhages, and parenchymal lesions. The 
cerebral syndrome was ascribed to the penicillin, because the 
pathological changes in the brain were the same as those seen 
after etiologically established drug disease. The allergic nature 
of this reaction is established by the occurrence of a fa; 
cerebrospinal complication following the administration of , 
drug that previously had been tolerated in the same dose and 
mode of application, by the accompanying urticarial exanthem, 
and by morphological changes seen in allergic reactions. |t js 
assumed that in the treatment of the trophic foot ulcers, which 
had been treated for years with powders and ointments, some of 
which may have contained penicillin, sensitization to penicillin 
had been produced. A woman, aged 55, with taboparesis, afte; 
an intramuscular injection of one million units of depot peni- 
cillin, had convulsions 10 hours later, rise in temperature, Joss 
of consciousness, and motor unrest. Death followed eight days 
later with signs of central failure of circulation and respiration. 
The clinical and morphological aspects of this case indicate 
that the central nervous system was damaged by the penicillin. 
The author felt that in this case a Jarisch-Herxheimer reaction 
rather than allergy to penicillin was involved. That reaction 
is elicited by a sudden and massive destruction of spirochetes, 
that is, by a hypersensitivity to spirochetes and their endo- 
toxins. As happened in this case, the Jarisch-Herxheimer reac- 
tion occurs at the onset of penicillin therapy of paresis in the 
form of fever, resulting from the toxic effects of the spirochetal 
protein. If hypersensitivity plays a part, then sensitization was 
produced against spirochetes, not by the spirocheticidal drug. 
The author emphasizes that in neurosyphilis penicillin therapy 
should be begun with slowly increasing doses or should be pre- 
ceded by treatment with heavy metals. 


al 


Poliomyelitis: XII. Clinical Evaluation of Hypothalamic In- 
volvement. I. A. Brown and H. Berris. A. M. A. Arch. Neurol. 
& Psychiat. 72:60-72 (July) 1954 |Chicago]. 


The hypothalamus shows evidence of microscopic damage in 
85% of the cases of bulbar poliomyelitis. Clinical evidence of 
severe hypothalamic involvement in this disease is manifested 
by aberrations in temperature regulation, water exchange, car- 
bohydrate metabolism, cardiovascular control, and gastro- 
intestinal activity. Since a large number of patients with bulbar 
poliomyelitis do have definite damage to the hypothalamic 
nuclei, one would expect many of the recovered patients to show 
some clinical evidence of such involvement. In previous publi- 
cations a test battery was described in an attempt to evaluate 
the hypothalamus through clinical and laboratory means. The 
purpose of this communication is to reevaluate the test battery 
as an index of hypothalamic involvement and to determine 
whether or not such a battery can have any prognostic sig- 
nificance. The test battery of 12 tests was given to 47 patients 
with poliomyelitis, of whom 31 had bulbar and 16 had spinal 
involvement. Included in this battery were tests for postural 
adaptation, sweating, water exchange, carbohydrate metabolism, 
and endocrinopathic evaluation of hypophyseal-adrenal-thyroid 
relations. The effect of methacholine (Mecholyl) chloride was 
also studied. Fourteen patients with varying neurological dis- 
turbances and six normal subjects were used as controls. Al- 
though the relatively small average number of abnormal tests 
in the bulbar group is disappointing in view of the high per- 
centage of cases with hypothalamic damage, this is merely the 
reflection of both the inadequacy of the individual tests and the 
inability to correlate microscopic changes with the degree of 
cellular function or dysfunction. Such a battery in its present 
form has little value as an index of hypothalamic function in 
poliomyelitis. On the other hand, the presence of more abnor- 
malities in the poliomyelitis groups than in the normal control 
group suggests that a battery has merit and that as a weapon 
of diagnostic and prognostic aid it should not be abandoned. 
Consideration of the results of this preliminary experiment dic- 
tates a revision of this test group to include more informative 
tests and improvements in the technical performance of the old 
ones. A revised test battery includes the following tests: (1) 
water metabolism, to be evaluated by means of the hypertonic 
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line and nicotine tests (this will evaluate the supraoptic-hypo- 
spyseal system); (2) adrenocortical relationships, to be evaluated 
by means of 17-hydroxycorticoid urinary excretion, (3) con- 
unued testing of the blood glucose metabolism, but with the use 
of intravenously administered dextrose; (4) atropine test, out- 
‘ined by Hoffer; (5) evaluation of emotional responses; and (6) 
jeterminations of serum protein-bound iodine. 


psychiatric Probiems in Aging with Reference to Aero Medi- 
vine, J. D. Moriarty. J. Aviation Med. 25:221-226 (June) 1954 

St, Paul]. 

Ordinarily the age of a person refers to the number of birth- 
jays that he has had. However, the psychiatrist must consider 
ey patient from the standpoint of at least four referents: the 
chronological age, the physical or physiological age, the mental 
ye, and the emotional age. These four types of ages must be 
considered in arriving at an estimate of the composite picture, 
which may be termed the functional age. Illustrative cases of 
silois are presented to show that each individual case requires 
careful evaluation by somewhat flexible rather than arbitrary 
yandards. Management, as well as the pilots, have a large stake 
in providing a suitable transition for the older pilots to jobs 
requiring judgment, maturity, and experience but less active par- 
‘icipation in arduous flying chores. A well-defined plan for re- 
jirement at a suitable age, flexibly determined in the individual 
case, is important for maintaining morale and good motivation 
athe active pilot group. 


GYNECOLOGY & OBSTETRICS 


Problem of Toxoplasmosis in Pregnancy and Problem of 
Specificity of Serologic Examinations of Infected Mothers. 
W, Dontenwill and L. Finke. Medizinische No. 26:906-909 
June 26) 1954 (In German) [Stuttgart, Germany]. 


In six of seven cases of suspected congenital toxoplasmosis 
in two stillbirths and in five infants who died within the first 109 
days of life, the diagnosis was established partly by the demon- 
stration of the causative agent and partly by the typical micro- 
scopic changes in the brain revealed by necropsy. Symptoms of 
hydrocephalus, convulsions, and deficient drinking were consid- 
ered as characteristically sufficient for a tentative clinical diag- 
nosis of toxoplasmic encephalitis, but in one case hydrocephalus 
and atrophy of the optic nerve were not confirmed on necropsy. 
\ll seven mothers had positive reactions to serologic tests for 
toxoplasmosis; the titer values of the Sabin-Feldman test varied 
from | to 25 to 1 to 200. Two of the mothers became pregnant 
again and were delivered of healthy infants. Treatment of the 
mothers with chlortetracycline (Aureomycin) did not exert any 
definite influence on the serologic findings. Only a temporary 
drop in the titer occurred after treatment, and that only in two 
cases. Differential diagnosis between birth trauma and con- 
genital toxoplasmic encephalitis is particularly difficult in those 
cases in which the hydrocephalus is not pronounced. But even 
in the presence of hydrocephalus, which alone is not a definite 
symptom of toxoplasmosis, positive serologic findings in the 
mother cannot be considered as definitive proof of congenital 
toxoplasmosis. In several cases of hydrocephalus in which toxo- 
plasmosis was suspected, malformations but not inflammatory 
changes were detected on necropsy as causes of the hydrops. 
Symptoms such as convulsions, deficient drinking, and disturb- 
ances of nutrition may be associated with birth trauma as well 
as with congenital toxoplasmosis. The demonstration of the 
causative agent in the cerebrospinal fluid is the only reliable 
aid in establishing the diagnosis. The authors emphasize their 
Previous proposal that “suspicion of congenital toxoplasmosis” 
should be stated only in cases with a serologic diagnosis. The 
birth of two healthy children from mothers with a positive re- 
action to the Sabin-Feldman test (with one of the mothers having 
given birth to a previous infant with established congenital toxo- 
Plasmosis) shows that a positive test does not necessarily hold 
out an unfavorable prospect of additional healthy children. The 
Specificity of the test still remains highly controversial. 
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Carcinoma of Cervix: Use of Matched Pairs of Cases to Com- 
pare Treatment by Surgery or Radiation. M. Newton. Surg., 
Gynec. & Obst. 99:29-33 (July) 1954 [Chicago]. 


The recent revival of interest in the surgical treatment of 
carcinoma of the cervix uteri has raised the question of whether 
surgery or radiation is the better method of therapy in this dis- 
ease. Newton matched 15 patients with early carcinoma of the 
cervix, who were treated by radical surgery case for case, with 
a similar series of 15 patients treated at the same institution 
and during the same period of time by radiation. The method 
of comparison by matched pairs was selected because it obviates 
some of the difficulties encountered with other methods. In 
using this technique, two patients treated by different methods 
are matched for as many as possible of the characteristics likely 
to cause variation in response. Each pair represents a separate 
experiment. Thus, a smaller number of cases is needed to obtain 
meaningful results. The matching did not eliminate all the 
variables that might influence the patient’s response to treat- 
ment. However, examination of the pairs of cases in relation 
to associated physical abnormalities, associated pelvic abnor- 
malities, and bodily habitus indicated that the two groups were 
similar. Surgical treatment consisted of a radical panhysterec- 
tomy with removal of the parametria, upper vagina, and iliac 
and obturator lymph nodes. Twelve patients were operated upon 
from an abdominal approach and three from a combined ab- 
dominovaginal approach. In the 15 radiation cases treatment 
consisted of a course of x-radiation, followed by radium appli- 
cation to the cervix. X-radiation was given through external 
portals in all 15 cases and through an additional intravaginal 
portal in 13. The effect of variations in technique was that 
radiation treatment tended to be more nearly ideal than surgi- 
cal treatment. If both methods were equally effective, one might 
have expected that the results obtained by surgery in this series 
would have been worse than those obtained by radiation. This 
was not the case. Survival and incidence of recurrence were 
similar in both groups. Although the follow-up period was only 
for an average of 26 months, there is no reason for supposing 
that the later results will differ greatly from the early ones. 


Treatment of Case of Pregnancy Toxicosis with Hexamethonium 
Iodide. J. J. Figoureux. Belg. tijdschr. geneesk. 10:528-540 
(June 1) 1954 (In Flemish) |Leuven, Belgium]. 


The woman reported on by Figoureux was 35 years old, had 
been married for three years, and was pregnant for the first 
time. Her menstrual periods had been regular, occurring at 
28-day intervals and lasting three days. Her last menstruation 
had occurred on Aug. 12, 1952, and she had felt life in January, 
1953. Beginning with the third month of pregnancy she had 
been examined by her physician at regular intervals. Salt-free 
diet had been prescribed because of a somewhat increased blood 
pressure, and, on Feb. 18, 1953, that is, five days before hos- 
pitalization, a fruit diet had been ordered, because of a sudden 
rapid rise in blood pressure, albuminuria, and edema. Immedi- 
ately after the examination the patient was given an intramuscu- 
lar injection of hexamethonium iodide, and in response to this 
the blood pressure decreased within half an hour from 215/120 
mm. Hg to 162/115 mm. Hg. After 90 minutes the pressure 
was 145/100 mm. Hg; it remained at 160/120 mm. Hg for 
some time, and then increased again. About seven hours after 
the first injection, a second injection was given and the blood 
pressure again decreased. During the next few days various 
doses were tried with the aim of stabilizing the pressure at about 
160/110 mm. Hg. For a number of days the patient was given 
10 mg. of hexamethonium iodide at 2 and at 6 a. m., 20 mg. 
at 10 a. m., and 10 mg. at 2, 6, and 10 p. m. The edema sub- 
sided, but, three weeks after hospitalization, albuminuria in- 
creased rapidly and blood pressure became again irregular. Four 
days later albuminuria was severe, and edema and blood pres- 
sure increased despite injection of hexamethonium iodide. Since 
the pregnancy had persisted for seven full months and the in- 
fant could be expected to be viable, a cesarean section was 
performed. The patient received the last injection of hexa- 
methonium one hour before the operation. The operation was 
without complication and the premature infant seemed well at 
first but died 14 hours later. The author concludes that, al- 
though injections of hexamethonium may reduce the blood pres- 
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sure in eclampsia and defer the toxicosis, it cannot completely 
control the toxicosis. He doubts that this treatment will make 
it possible to bring a patient with pregnancy toxicosis to term. 
He feels that it is a symptomatic remedy that can be added to 
existing ones. 


Treatment of Pregnancy Toxicosis. J. Janssens. Belg. tijdschr. 
geneesk. 10:521-527 (June 1) 1954 (In Flemish) [Leuven, 
Belgium]. 


Janssens defines pregnancy toxicosis as a syndrome that com- 
plicates pregnancy or the early puerperium and that is char- 
acterized by one or more of the following symptoms: edema, 
hypertension, proteinuria, convulsions, and/or coma. In the dif- 
ferentiation between eclampsia and hypertension the cold pressor 
test (Hines and Brown), the use of tetraethylammonium, Vera- 
trum viride, and the balance test are helpful. The treatment is 
reviewed first in general and then with regard to the three forms 
of toxicosis (preeclampsia, eclampsia, and essential hyperten- 
sion). Rest and hospitalization, dietetic measures, drugs, and 
the interruption of pregnancy are evaluated. The author ad- 
vances no new theory and knows of no drug that is generally 
effective in toxicosis of pregnancy. Cortisone, corticotropin, 
heparin, penicillin, and various others have been tried in recent 
years, but without convincing results. The most effective drugs 
together with data on their dosage, complications, and antidotes 
are discussed. The sedative drugs evaluated include: magnesium 
sulfate, morphine, the barbiturates, meperidine, and others. 
Aminophylline, theophylline, ammonium chloride, and glucose 
solution are the diuretic drugs evaluated, Diethylstilbestrol is 
mentioned as a drug that might improve the placental function 
and improve the production of progesterone. The use of ion 
exchange resins, particularly those of the carboxylic and sulfonic 
groups are discussed, but a warning is issued about the danger 
of potassium deficiency and gastric disturbances. Discussing the 
antihypertensive drugs, the author comments on the ganglionic 
blocking agents, particularly hexamethonium, and on the drugs 
with vasomotor action, Veratrum viride and its derivatives, and 
hydralazine (Apresoline) hydrochloride. Although pregnancy 
toxicosis is decreasing, chiefly as the result of better prenatal 
care, it still constitutes a great problem in that 25% of ma- 
ternal mortality can be attributed to toxicosis; 7% of preg- 
nancies become complicated by toxicosis, and the perinatal in- 
fant mortality ranges from 7 to 10% in the nonconvulsive forms 
of toxicosis and from 30 to 50% in eclampsia; furthermore, 
the maternal mortality is 10% in eclampsia. 


PEDIATRICS 


Acute Infectious Lymphocytosis: Report of an Outbreak. H. E. 
Scalettar, J. E. Maisel and M. Bramson. A. M. A. Am. J. Dis. 
Child. 88:15-24 (July) 1954 [Chicago]. 


A case of acute infectious lymphocytosis, or, as it is referred 
to in the foreign literature, Carl Smith’s disease, in a 3-year- 
old boy is described. The child was admitted to the hospital 
from the home of the Convent of Sisters of Mercy in Brooklyn, 
N. Y., because of a generalized convulsion and stupor. The 
temperature was normal, the pulse rate 125 per minute, respira- 
tions regular, and the blood pressure 85/50 mm. Hg. No skin 
rashes or petechiae were noted, and there was no evidence of 
head trauma. The neurological examination was normal, except 
for a positive Babinski sign bilaterally. The child recovered 
from the postictal state within an hour after admission and did 
not show further evidence of any neurological abnormality while 
in the hospital. On the 10th hospital day, a follow-up blood 
cell count revealed a pronounced lymphocytic leukocytosis. 
During the following six weeks periodic blood cell counts and 
a bone marrow examination were made. The bone marrow was 
normal except for an increased number of lymphocytes. The 
child was asymptomatic throughout the entire course of the 
disease. After the diagnosis of infectious lymphocytosis was 
made in this patient, the home of the Convent of Sisters of 
Mercy was visited, and white blood cell counts and blood smears 
were taken from the entire population of the home. Of the 60 
children in the dormitory, 9 other children had findings com- 
patible with acute infectious lymphocytosis. These were con- 
sidered on the basis of a leukocytosis due to an increase of 
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normal or small lymphocytes, lasting more than 14 days. Seven 
other children were thought to be in the recovery phase of the 
disease on the basis of one or more white blood cell] counts of 
more than 15,000 per cubic millimeter of blood with 50%; 
lymphocytes, not lasting 14 days, but having more than 500) 
eosinophils per cubic millimeter. The patients with the nie 
disease were removed to the hospital. Prior to admission, all 
of these patients had mild respiratory infections. No |ymp. 
adenopathy, hepatomegaly, or splenomegaly were noted jn ni 
of the children. Several days after the admission, seven of the 
nine children had a mild but foul-smelling diarrhea that Te- 
sponded to general supportive and symptomatic treatment and 
subsided within 48 to 72 hours. Six of the nine patients had a 
peak white blood cell count of 80,000 per cubic millimeter 
and three had one of 60,000 per cubic millimeter. Lymphocyt. 
peaks ranged between 85 and 96%. The average duration oj 
the leukocytosis was approximately 30 days. Sternal bone may. 
row aspirations were performed in six patients. There was ; 
notable increase in the number of lymphocytes and a slight ™ 
crease in eosinophils. Removal of the children with the acute 
disease to the hospital perhaps caused the outbreak to terminate 
prematurely. Blood cell counts repeated on all the remaining 
children in the dormitory in which the first patient had slept 
three weeks after admission of the patients with acute disease 
to the hospital did not reveal a single new case. Because of this. 
the incubation period of the disease could not be determined. 
Most of the patients in eight previously reported epidemics of 
infectious lymphocytosis (five in the United States, two in Eng. 
land, one in France) were devoid of positive findings. Absence 
of lymphadenopathy and splenomegaly were rather character. 
istic. Despite the presenting symptomatology, at times involving 
the respiratory, gastrointestinal, and central nervous system, the 
benign nature of infectious lymphocytosis is stressed. 


Kerosene Poisoning in Young Children. J. C. Foley, N. 8. 
Dreyer, A. B. Soule Jr. and E. Woll. Radiology 62:817-829 
(June) 1954 [Syracuse, N. Y.]. 


Over a nine year period (1944-1953), 101 children between 
the ages of 8 months and 2 years were admitted to five hospitals 
in northwestern Vermont after the ingestion of kerosene. Four 
of these cases are described, including the two fatalities of the 
series. From studies on rabbits, it is concluded that, in kero- 
sene poisoning, there are two major effects of pathological im- 
portance: (1) a violently irritating effect on the alveolar walls 
of the lungs, with rapid development of a chemical broncho- 
pneumonia that prevents the proper interchange of gases, with 
resulting respiratory failure if the process is sufficiently wide- 
spread; and (2) a depressing effect on the brain, resulting from 
absorption of toxic material from the alimentary tract and pos- 
sibly also from the respiratory tract. If pneumonia develops, it 
is usually bilateral and may be widely disseminated; it reaches 
its peak within two to eight hours after the child’s exposure 
to kerosene, with gradual regression after this time. Thirty pa- 
tients were followed by means of chest roentgenograms. Only 
one showed what could be considered definite abnormalities, 
with prominence of bronchovascular markings in the basal seg- 
ments of the right lower lobe suggestive of bronchiectasis. Nine 
other children showed equivocal minor prominence of markings 
in the lower lung fields, and 20 were definitely normal. In view 
of the highly toxic effects of even small quantities of kerosene 
introduced intratracheally, it is probable that in most case 
gastric lavage should not be done at all. In cases in which gastric 
lavage is decided on, it should be performed only after the 
introduction of an intratracheal tube with balloon inflated. The 
public should be educated regarding the grave dangers to young 
children from drinking or aspirating kerosene. 


Hydrocarbon Pneumonitis Following Furniture Polish Ingestion: 
A Report of 15 Cases. J. W. Griffin, C. W. Daeschner, V. P. 
Collins and W. L. Eaton. J. Pediat. 45:13-26 (July) 1954 [St. 
Louis]. 


Pneumonitis developed after the ingestion of red furniture 
polish in 15 children between the ages of 11 and 24 months. 
Mineral seal oil was the basic constituent of the red furniture 
polish marketed under various trade names. To this hydrocarbon 
base, which may constitute from 20 to 99% of the finished 
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product, various odorizing and coloring agents such as cedar- 
wood, methyl salicylate, turpentine, oil of camphor, oil of cedar 
leaf, lemon oil, and traces of aniline may be added. Mineral 
seal oil is a light petroleum oil obtained as a fraction of dis- 
tillate from crude petroleum in the range of 500 to 700 F. The 
unsaturated aliphatic hydrocarbons are largely removed by acid 
washings. The resulting product is composed principally of 
saturated aliphatic hydrocarbons of a higher molecular weight 
than those characteristic of gasoline or kerosene. The quantity 
of furniture polish ingested varied from %2 to 4 oz. Coughing 
and gagging were Clearly established in 11 patients and were 
indefinite in 4. Spontaneous vomiting or gastric lavage was de- 
scribed in nine patients. Two patients died in coma on the sixth 
and third day, respectively, after admission to the hospital, and 
in these two patients vomiting was induced by vigorous digital 
manipulation. Although the presenting symptoms were usually 
those of a disturbed sensorium, the pulmonary disease was the 
major factor in the duration and severity of the patient’s ill- 
ness. A febrile course characterized by spiking temperatures 
of 102 F (39 C) to 106 F (41 C) with a mean duration of about 
seven days in the nonfatal cases was observed in 14 patients. In 
seneral, the course of the illness was more severe than that 
observed in children who ingest other hydrocarbon products 
such as kerosene or lighter fluid. The initial radiographic find- 
ing may only be a generalized emphysema. As early as two 
hours after ingestion of the furniture polish, the developing peri- 
bronchial infiltration became evident, and as it mounted, the 
preservation of a clear zone of peripheral emphysema was dis- 
tinctive. The inflammatory process reached its height about the 
third day and resolution required three to six weeks. Gastric 
lavage and induced vomiting should be avoided in the manage- 
ment of these patients, because of the danger of aspiration dur- 
ing the procedure. Treatment should consist of prophylactic 
antibiotics and general supportive measures. 


Kernicterus Following Exchange Transfusion. D. A. McGreal. 
Lancet 1:1323-1325 (June 26) 1954 [London, England]. 


Sixteen infants with hemolytic disease of the newborn were 
given exchange transfusions. One died during the transfusion, 
and kernicterus developed in four, three of whom were pre- 
mature babies. Two additional cases of kernicterus occurring 
after exchange transfusion with packed cells in mature infants 
are reported. The onset of abnormal cerebral signs was pre- 
ceded in the four premature babies by steadily increasing jaun- 
dice, but only in one infant were repeated estimations made 
of the serum bilirubin level. It was 25 mg. per 100 cc. at the 
time of symptoms. The diagnosis was confirmed by necropsy in 
one of the four premature patients, while in the other three it 
rested on the clinical findings. An increased serum bilirubin 
level that may be toxic to nerve tissue and increased vascular 
permeability in hemolytic infants and in nonhemolytic pre- 
mature infants are considered as possible factors bearing on the 
production of kernicterus. The use of repeated exchange trans- 
fusions to keep the serum bilirubin levels low is mentioned. 


Hirschsprung’s Disease in the Newborn. R. R. Klein and R. A. 
Scarborough. Am. J. Surg. 88:6-16 (July) 1954 [New York]. 


Five case histories are presented of newborn infants with 
dilatation of the colon (Hirschsprung’s disease). Three of them 
died. The main reason for the high mortality from this condi- 
tion is that the proper diagnosis is not made early enough. 
Vomiting and abdominal distention, with deficiency of fecal out- 
put, are the first symptoms and are usually obvious within 24 
to 48 hours after birth. A palpable narrowing of the rectal 
ampulla is often noted. Significant findings on roentgenologic 
examination include: (1) dilatation of both small and large 
intestine on the plain film, with absence of air in the rectum, 
(2) disparity in diameter between the rectum and the colon 
proximal to the obstruction by barium enema, and (3) poor 
evacuation, with retention of barium in the colon for at least 
24 hours. The objective of treatment is correction of a func- 
tional obstruction of the distal colon and rectum; conservative 
treatment is justified as long as there is definite evidence of 
relief of this obstruction. When conservative management does 
not successfully relieve obstruction and reestablish normal di- 
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gestive function within a week, surgical intervention is indi- 
cated. Colostomy is the procedure of choice, with the preferable 
site immediately proximal to the aganglionic segment. Primary 
resection of the aganglionic area is inadvisable in the treatment 
of this disease in the newborn infant. Multiple biopsies of the 
wall of the rectum and colon at laparotomy are advocated in 
order to establish diagnosis unequivocally, to verify the pres- 
ence of normal ganglia at the level of colostomy, and to aid in 
the planning of future resection. Immediate frozen section ex- 
amination can adequately demonstrate the presence or absence 
of ganglia. It is recommended that definitive surgery, with re- 
section of the aganglionic segment and restoration of normal 
intestinal continuity, be postponed until the second or third 
year of life. Dilatation of the colon should be considered in the 
case of every infant with symptoms or signs of intestinal ob- 
struction, particularly when no mechanical block is demon- 
strated radiologically. 


Syndromes of Adrenal Cortical Hyperfunction Caused by 
Tumors in Children. M. Bernheim, P. Wertheimer, P. Guinet 
and others. Semaine h6ép. Paris 30:2597-2604 (June 25) 1954 
(In French) [Paris, France]. 


This paper is based on detailed case reports of three children 
with adrenal cortical hyperfunction. The first was a girl 17 
months old in whom clitoral hypertrophy and pubic hair had 
existed since birth. Her adrenal cortical hyperfunction (Cush- 
ing’s syndrome) was found to be caused by a large, malignant, 
basophilic tumor of the right adrenal gland. It is possible that 
this tumor developed in utero. The child died the day after sur- 
gical removal of it. The second case was that of a boy, one 
year old, with macrogenitosomia caused by a malignant tumor 
of the adrenal cortex, which at operation was found to be the 
size of a grapefruit. This child died nine days after surgical 
intervention. He had been abnormal in respect of weight gain 
since birth; the other symptoms appeared at the age of 9 
months. The third case was that of virilism in a girl 6% years 
old. Removal of an adrenocortical tumor cured her symptoms 
(frequent headaches, sensitivity to cold, psychic irritability, ele- 
vation of 17-ketosteroid excretion, and hyperglycemia), although 
some clitoral hypertrophy and pubic hair remained. These 
adrenal tumors in children are characterized by their marked 
malignancy and their ability to secrete both metabolic and sex 
hormones. Pathological examination of the three tumors, which 
were all of trabecular structure, did not reveal an essential his- 
tological difference among those causing different syndromes. 
The authors attribute their successful case to careful observance 
of Wilkins’ technique of preoperative preparation. This treat- 
ment aims to give the patient a stock of hormones adequate to 
tide him over until the other adrenal begins secreting again. 
Large doses of cortisone are used for this purpose. Desoxy- 
corticosterone acetate is contraindicated if the blood pressure 
is low. Sodium chloride must be administered to counterbalance 
postoperative insufficiency. Proper ion and osmotic balance must 
be maintained. The remaining gland must be encouraged to take 
up its proper secretory function after operation; to this end, 
decreasing doses of cortisone are given and stopped when the 
response to the Thorn test is favorable. 


Incidence, Prognosis, and Treatment of Nephrotic Syndrome. 
J. Friderich, A. Prader and G. Fanconi. Helvet. paediat. acta 
9:109-126 (June) 1954 (In German) [Basel, Switzerland]. 


Between 1924 and 1953, 29 girls and 55 boys with a definite 
nephrotic syndrome were admitted to the childrens’ hospital in 
Basel, Switzerland. The incidence of the syndrome was great- 
est in children between the ages of 3 and 4 years. The ratio of 
girls to boys was one to two. Ten of the 84 patients had a 
familial nephrotic syndrome. Of 27 children in seven families, 
17 children had the syndrome. A congenital onset was observed 
only in familial cases. Of 68 patients studied with respect to 
allergic diseases associated with the nephrotic syndrome, 17 
(25%) had allergic diseases, with bronchial asthma occurring 
in 11, urticaria in 4, eczema in 3, and hay fever in one. In 23 
patients (34%), a member of the family had an allergic disease. 
Of 64 patients followed up for five or more years, 25 (39%) 
died within from two months to four and a half years after 
the onset of the nephrotic syndrome. All the patients were treated 
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by bed rest and were placed on a salt-free and low fat diet, rich 
in proteins and vitamins. Eighteen children between the ages of 
3 months and 9 years received 50 courses of corticotropin, and 
11 between 3 and 8 years were given 12 courses of amithiozone 
(Conteben) in an attempt to remove the edema. Corticotropin 
was given intramuscularly in doses of 40 to 80 mg. daily, in 
four divided doses for one to 10 days or a single dose of 40 
to 80 mg. of repository corticotropin intramuscularly for 6 
to 10 days. Amithiozone was given orally in doses of 0.5 to 3 
mg. per kilogram of body weight for 15 to 35 days. Complete 
disappearance of edema was obtained with 28 of 50 courses 
(56%) of corticotropin in 12 of the 18 patients. Simultaneous 
disappearance of albuminuria and dysproteinemia was obtained 
with five courses of corticotropin. Complete disappearance of 
edema was obtained with 3 of the 12 amithiozone courses, while 
partial disappearance of edema was obtained with three other 
of these courses. Undesirable side-effects of corticotropin therapy 
consisted of a temporary rise of rest nitrogen and of blood 
pressure. A transitory thrombosis occurred in one patient and 
an allergic rash in two others. Increased urobilinogenuria was 
observed in several patients treated with amithiozone; treatment 
with amithiozone had to be discontinued in one patient because 
of rise of rest nitrogen, urinary sediment becoming worse and 
edema increased. Treatment with corticotropin may have a bene- 
ficial effect on the course of the nephrotic syndrome but will 
not shorten its duration. With adequate dosage, edema may dis- 
appear completely in 80% of the treatment courses and treat- 
ment may be repeated several times. Simultaneous administra- 
tion of antibiotics and of 1 gm. of potassium chloride daily 
should not be omitted. A remission may thus be obtained in 
some cases, which may last several months and can result in a 
cure. Corticotropin therapy is of similar importance for the 
nephrotic syndrome as for rheumatic disease. The number of 
patients with the nephrotic syndrome treated with amithiozone 
is too small for definite evaluation of the drug, but the results 
obtained were not inferior to those obtained with corticotropin. 


Leukemic Xanthomatosis. P. Freud, A. Plachta, F. D. Speer 
and A. L. Luhby. A. M. A. Am. J. Dis. Child. 88:43-61 (July) 
1954 [Chicago]. 


The occurrence of a heretofore unknown disease, leukemic 
xanthomatosis, is described in a boy of Puerto Rican extraction 
who was 2 years old when xanthomatous lesions were first 
noticed. Twenty-five months after these lesions had appeared, the 
development of visceral reticuloendotheliosis was detected on 
biopsies of lymph nodes. A chronic leukemic myeloid response 
developed rather early and was already suspected one year after 
xanthomatous lesions had been noticed. At the age of 2’ vears, 
when the patient was convalescing from an upper respiratory 
tract infection, his peripheral white blood cell count was 13,700 
per cubic millimeter with a differential count showing 71% 
polymorphonuclear leukocytes, of which 41% were staff cells 
and 25% eosinophils. During the next 13 months, while the 
patient was clinically well but for occasional rather severe upper 
respiratory tract infections, the peripheral white blood cell count 
varied from 27,000 per cubic millimeter to 141,000 per cubic 
millimeter, with immature myeloid cells always present. Occa- 
sionally there were showers of abnormal monocytes with many 
primitive, large monocytoid cells with indented excentric nuclei. 
When x-ray irradiations were instituted, the white blood cell 
count fell to 21,800 per cubic millimeter and the platelets from 
270,000 to 80,000 per cubic millimeter. At the same time, the 
hemoglobin rose from 46% to 84% and the red blood cell 
count from 2,350,000 to 4,690,000 per cubic millimeter. Three 
months later, there was increasing hepatosplenomegaly, and an- 
other four months later the patient did no longer respond to 
x-ray irradiation. Urethane proved ineffective, but with triethyl- 
enemelamine the white blood cell count decreased, although the 
size of the liver and spleen did not. Temperature elevations 
occurred and could not be influenced by antibiotics and chemo- 
therapy, and the patient died at the age of 5 years and 3 months. 
Necropsy was performed and revealed that the lymph nodes, 
spleen, liver, lungs, and many other viscera were affected by 
widespread reticuloendotheliosis. There were many primitive 
mesenchymal foam cells with high cholesterol content, show- 
ing the histiocytic orientation of these cells, which were en- 
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meshed in a dense argyrophilic reticulum. The differentiatioy 
of the mesenchymal embryonic cells into histiocytes on the one 
hand and into hematemic elements on the other seemed to estab. 
lish a link between the aleukemic forms of systemic reticy|o. 
endotheliosis and the leukemias. Opinions were divided as 1 
the problem whether in a case of xanthomatosis leading to the 
development of leukemic phenomena there is still only hyper. 
plasia or this condition should be regarded as neoplasm. Numer. 
ous inclusion bodies were observed in all of the affected organ, 
No virus studies were done, because the inclusion bodies were 
only discovered at necropsy. A virus was probably the causa. 
tive agent. However, inclusion-body disease or a superimposed 
virus infection cannot be excluded. 


Extreme Types of Rheumatic Carditis in Young Children Treateq 
with Cortisone. H. Diedenhofen. Medizinische No. 26:912-9)4 
(June 26) 1954 (In German) [Stuttgart, Germany]. 


The course of rheumatic carditis in young children treated 
with cortisone varies considerably as is illustrated by two cases 
in girls. The first patient had the clinical picture of rheumatic 
pancarditis with congestive bronchitis and enlarged liver. The 
pulse rate was increased to 164 beats per minute, there was 
meteorism, and the spleen was considerably enlarged. Amino- 
pyrine proved ineffective. A proprietary preparation of lanato- 
side C (Cedilanid) was given cautiously and 130 mg. of corti- 
sone was given daily for seven days. In addition aminopyrine 
and penicillin were given. Temperature was restored to norma! 
by lysis, respiration became more quiet and decompensation 
subsided. Roentgen examination showed a nearly normal cardiac 
shadow. At the height of the disease, cortisone caused a favor- 
able turn after all other therapeutic procedures had failed. The 
second patient was admitted to the hospital with a diagnosis 
of acute rheumatic fever. Rheumatic nodules of the size of a 
pea or of a cherry were observed at the joints of the hands and 
legs and at the occiput. The heart sounds were accelerated, and 
a moderate systolic murmur maximal at the apex was heard. 
The cardiac shadow was enlarged on roentgenologic examina- 
tion, and myocardial damage was revealed by the electrocardio- 
gram. The rheumatic nodules increased in number despite the 
treatment with aminopyrine and Cebione, a proprietary prepa- 
ration of vitamin C, and local antiphlogistic measures. The tem- 
perature was subfebrile. Small doses of cortisone were given, 
but symptoms of pneumonia developed on the third day of 
treatment. Additional high doses of penicillin were given and 
the consolidation regressed. The rheumatic nodules subsided, 
the erythrocyte sedimentation rate was restored to normal, but 
the general condition of the child did not improve. Roentgeno- 
logic and electrocardiographic examinations revealed progres- 
sive myocardial impairment. A sudden rise in temperature oc- 
curred when penicillin was discontinued after 11 days, while 
administration of cortisone and aminopyrine was continued. 
There was an increase in the erythrocyte sedimentation rate and 
anemia, and the shift in the blood picture to the left became 
more pronounced. The child was deteriorating rapidly. Corti- 
sone was discontinued, and culture from the blood showed 
Streptococcus viridans on blood agar. With definite regression 
of the rheumatic cutaneous and joint phenomena the rheu- 
matic endocarditis was transformed into a bacterial endocarditis, 
a rare occurrence in young children. The size of the spleen in- 
creased and despite intensive treatment with antibiotics and 
aminopyrine death resulted from pancarditis and severe cardiac 
decompensation six days after the appearance of Streptococcus 
viridans. It is suggested that cortisone may have favored the 
transition of rheumatic into bacterial endocarditis. Cortisone 
definitely did not prevent the dissemination of Str. viridans. 
Aminopyrine with its derivatives remains the drug of choice in 
the treatment of rheumatic carditis, since in principle its effect 
is similar to that of cortisone without producing the complex 
side-effects of the hormone. 


Duodenal Ulcer in Children with Hemorrhage as the Presenting 
Symptom: Report of Three Cases. E. L. Marcus. J. Pediat. 45:75- 
79 (July) 1954 [St. Louis]. 


Three boys, aged 10 years, 13 years, and 7 years respectively, 
in whom peptic ulcer was diagnosed with the aid of fluoroscopy 
and roentgenograms in two, and by an exploratory laparotomy 
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esented similar major complaints (before the admission 
to the hospital) related to bleeding as shown by either vomiting 
¢ blood or by loss of blood in the stool. The fact that 
seas separate clotting time determinations were abnormally 
srolonged in the 7-year-old boy made the author consider an 
jdditional diagnosis of hemophilia. This diagnosis was not 
sroved by definite blood studies, but the prolongation of the 
clotting time might be considered a factor in the recurrent bleed- 
ng of the peptic ulcer demonstrated by roentgenogram. While 
there was a previous complaint of abdominal pain in two of 
these three patients, it was not the striking feature of the his- 
ory. The symptoms of peptic ulcer in children of the older age 
group are very similar to those of the adults with this condi- 
ion, First symptoms, therefore, may either be the traditional 
recurrent pain in the upper part of the abdomen or gastrointes- 
inal bleeding as demonstrated by the author's three cases. The 
psychiatric consultant who saw these three boys and their parents 
observed certain features common to these patients. In all of 
‘hem there were multiple inner tensions present, and the chil- 
jren tended to keep things to themselves. An attempt was made 
0 evaluate the home situation and the families of these chil- 
dren in order to unearth some of the tensions that might be 
present. None of these children was considered amenable to 
ong-term psychotherapy, but the mother of one of the patients 
was observed to be disturbed to such an extent that a program of 
osvehiatric assistance was Offered. 
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influence of Varicella and Measles on Tuberculous Meningitis 
in Course Of Treatment. M. Gustin Kairus and J. E. Howard. 
Rev. chilena pediat. 25:124-128 (March) 1954 (In Spanish) 
Santiago, Chile]. 


Observations were made on a group of 171 children with 
uberculous meningitis treated with streptomycin alone, or com- 
bined with isoniazid and p-aminosalicylic acid. Varicella de- 
veloped in 23 and measles in 8. The influence of the intercurrent 
disease on tuberculous meningitis was observed; the curve of 
fever of the intercurrent disease, the changes in the cerebro- 
spinal fluid, and the sedimentation rate of the erythrocytes were 
compared with controls. The group of controls consisted of 
patients of the same age, with tuberculous meningitis of the same 
duration and with similar pulmonary lesions. The examinations 
were repeated at 10-day intervals for two months after onset 
of the intercurrent disease and the changes compared with the 
conditions that existed one month, 20 days and 10 days prior 
10 the onset of the intercurrent disease. Examinations of the 
controls were made at the same periods. The authors found 
that neither varicella nor measles have any influence on the 
clinical course and meningeal involvement of tuberculous men- 
ngitis. The prognosis of tubercuious meningitis is not changed 
by the development of varicella or measles. In the continuation 
of treatment of tuberculous meningitis after the development 
of either varicella or measles, neither greater doses of specific 
drugs nor administration of the drugs for a longer period of 
lime is necessary. 


Do Antirachitic Measures Influence the Eruption of Deciduous 
and Permanent Teeth and Closure of the Fontanelles? H. Oster. 
Zischr. Kinderh, 74:582-592 (No. 6) 1954 (In German) [Berlin, 


Germany]. 


The earliest, the average, and the latest dates of eruption of 
teeth before and after the introduction of rickets prophylaxis 
Were compared. It was found that, since rickets prophylaxis has 
been established, the deciduous central incisor teeth in the lower 
jaw erupt, on the average, about one month earlier, but the 
date of eruption of the other deciduous teeth has remained un- 
changed. Closure of the large fontanelle likewise takes place 
noticeably earlier. Now about 25% of infants have a closed 
fontanelle at 9 months, whereas before the era of rickets pro- 
phylaxis this was the case in only 15%. About 50% of infants 
have the large fontanelle closed at one year and 77% at 15 
months. The eruption of the permanent teeth begins at about 
the time of the so-called 6th year molars. The earliest date for 
this eruption is shortly before completion of the Sth year; be- 
‘ween the Sth and the 6th year one-fifth of the boys and one- 
third of the girls have erupted 6th year molars. In general, 
‘oth eruption takes place earlier in girls than in boys. 
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Chronic Discoid Lupus Erythematosus: Treatment with Dara- 
prim and Chloroquine Diphosphate (Aralen). M. J. Tye, B. L. 
Schiff, S. F. Collins and others. New England J. Med. 251:52- 
55 (July 8) 1954 |Boston]. 


Daraprim (2:4-diamino-5-|p-chloropheny]|-6-ethylpyrimidine ) 
was given to five patients with chronic discoid lupus erythema- 
tosus. The initial dose was 25 mg. per week. The dose was then 
raised in two steps to 25 mg. per day. Two patients were treated 
for two months, and three for three months. There was no ob- 
jective evidence of improvement. After discontinuation of Dara- 
prim, four of these patients and 22 additional patients with 
chronic discoid lupus erythematosus were treated with 7-chloro- 
4-(4-diethylamino-1l-methylbutylamino) quinoline (Chloroquine) 
in the phosphate form (Aralen phosphate). Two dosage schedules 
were used. On the first, 13 patients were treated with one tablet 
(0.25 gm.) four times daily for two days, one tablet three times 
daily for two days, and then one tablet twice daily; the dosage 
was then dropped in some patients to one tablet daily as the 
lesions cleared or were greatly improved. The remaining 13 
patients were given one tablet (0.25 gm.) each, three times daily 
for two weeks, one tablet twice daily for one week, and then 
one tablet daily as a maintenance dose. In 13 of 26 patients, 
the lesions completely cleared, and the other 13 showed im- 
provement continuing for six and seven months after institu- 
tion of treatment. The greatest degree of improvement seemed 
to occur in the first month in some patients, and the rate of 
progress was slow but gradual for several weeks thereafter. 
There were three recurrences, and these patients were placed 
on maintenance therapy. Undesirable side-effects of the drug 
were Observed in three patients; one had headache after three 
tablets daily, another complained of nausea and dizziness while 
receiving three tablets daily, and a third had nausea, dizziness 
and diplopia after two tablets daily. All symptoms disappeared 
when the dosage was decreased. After the paper was submitted 
for publication the lesions in 22 of the 26 patients cleared com- 
pletely and remained clear after discontinuation of the drug 
for from a few weeks to several months. The remaining four 
patients showed progressive improvement but are still being 
treated. 


“Why Doesn’t the Worker's Skin Clear Up?”: Analysis of Factors 
Complicating Industrial Dermatoses. G. E. Morris. A. M. A 
Arch. Indust. Hyg. 10:43-49 (July) 1954 [Chicago]. 


Observation during the past 12 years of more than 3,000 
cases of industrial skin diseases convinced Morris that there are 
at least 24 different causes of failure of recovery from occu- 
pational skin diseases. The first cause is failure, sometimes de- 
liberate, to follow the physician’s advice. The dermatologist 
questions the patient about contacts and then advises that the 
hands be kept out of hot water, kerosenc, gasoline, furniture 
polish, dish-washing compounds, paint-washing compounds, 
and window-washing compounds; he warns the patient that 
almost any chemical that is strong can cause his eruption to 
persist. Such advice is a two-edged sword. If the patient chooses, 
he can avoid these chemicals and improve, but, should he de- 
sire to induce a flare-up, he has been given a key. Patients have 
used such advice to cause a skin disturbance to break out when 
appearing before an Industrial Accident Board. Another frequent 
cause is “over-treatment.” Acute dermatitis will usually respond 
best to compresses, calamine lotion, and other simple meas- 
ures. Many persons will apply one ointment after another, only 
to find that they are becoming more sensitized to more sub- 
stances. The third cause for the continuation of an eruption is 
involved with “hardening”; by this is meant that a patient, by 
continued exposure to a substance, may build up an immunity 
to it, but there is always the patient who will get worse. A 
fourth factor is an incorrect diagnosis. Any dermatologist see- 
ing large numbers of industrial skin eruptions is bound to make 
mistakes at times. Secondary bacterial infection of the occupa- 
tional eruption is a fifth cause. As a sixth factor, the author 
mentions that antibiotics may be the cause of vesicular eruption 
of the hands on top of secondarily infected contact dermatoses. 
Dermatophytosis of the feet is another cause. Another factor 
is exposure at home: there is the patient who must clean the 
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gasoline line of his car, or the man whose wife asks him to wash 
the windows with ammonia and who complies, not knowing 
that this is an irritating substance. A ninth cause for persistence 
of an eruption, or for an acute flare-up, is a serious nervous 
upset. As a 10th factor, prolongation of a dermatitis can be 
effected by an employer’s “firing” a patient when he has a rash 
or by not rehiring a patient after his eruption has been cleared. 
Excessive heat or excessive cold and failure to follow the treat- 
ment prescribed are listed as factors 11 and 12. The 13th is that 
some patients receive almost as much money on workmen’s 
compensation as they do while working. Another element is 
what can be called the “magic green salve” treatment; in Massa- 
chusetts this is called the lump-sum disposal of a case. The 
use of corticotropin, cortisone, or other steroid hormones should 
be looked into. The application of protective creams after an 
eruption develops is another point to be considered. Then there 
is the patient who is under treatment by two physicians at the 
same time without telling either of them that he is going to the 
other. An 18th reason is that a patch test may cause an acute 
flare-up of an eruption. A 19th factor is the patient with an al- 
lergic background. The 20th category consists of cases in which 
there is an accentuation of an existing skin disease by an occupa- 
tional factor. A background of a focus of infection constitutes 
the 21st category. Still another factor is that, since nicotinic acid 
is known to be necessary for the nutrition of the dorsa of the 
hands and since riboflavin is known to do the same for the face, 
patients who are deficient in these vitamins frequently have 
eruptions in these parts that are delayed in healing. The 
continued wearing of work clothing saturated with the irritating 
substance, or failure to remove nickel, chrome, or rubber in 
patients sensitive to these substances are listed as factors 23 
and 24. 


Medicamentous Sleep Therapy in Management of Scleroderma 
and Related Clinical Aspects. R. Emmrich and H. Petzold. 
Deutsche med. Wchnschr. 79:1003-1007 (June 18) 1954 (In Ger- 
man) [Stuttgart, Germany]. 


Thirteen patients between the ages of 12 and 65 years, 10 
with diffuse progressive scleroderma and 3 with localized scleros- 
ing processes of the skin, were treated by sleep induced with 
drugs. On the first and second days of the treatment the patients 
were given two or three ampuls of Pantopon, a proprietary mix- 
ture of the hydrochlorides of opium containing 50% of anhy- 
drous morphine hydrochloride, combined with scopolamine 
hydrobromide, intramuscularly. One ampul of this preparation 
contained 0.04 of Pantopon and 0.0006 of scopolamine hydro- 
bromide. Occasionally one ampul of this compound also was 
given on the third day and several patients received a smaller 
dose of the compound and in addition a small dose of a pro- 
prietary preparation of phenobarbital (Luminal). On the third 
and fourth days, the patients were given injections of isotonic 
sodium chloride solution and sleep was maintained. Only in 
rare cases was the sleep extended beyond the fourth day. Three 
to four patients were placed together in a dark room. On the 
second day, profuse sweating occurred in nearly all patients, 
and it continued in some patients for several days. In most pa- 
tients, the temperature rose on the second day, but was rapidly 
restored to normal. The favorable effect of the treatment on the 
skin became evident on the second day. Improvement progressed 
for about a week after treatment was terminated, and then it 
remained constant for weeks and even months. The skin became 
soft and the patient’s condition tolerable. The erythrocyte count 
revealed an increase in hemoglobin and in the number of erythro- 
cytes, particularly in patients with anemia. Changes observed in 
the leukocyte count consisted of an increase in cells with rod- 
shaped nuclei, relative lymphopenia, and later a lymphocyto- 
sis. These changes were interpreted in the sense of an acute- 
subacute inflammatory constellation, but were, in general, little 
pronounced and only temporary. The pretreatment anemia sub- 
sided. The medicinal sleep therapy is not an indifferent method 
and definite indications are required. It interferes considerably 
with the biological structure. Hospitalization of patients is re- 
quired. The therapeutic sleep occupies a medium position be- 
tween the natural sleep and a continuous anesthesia with 
exclusion of the deeper centers. The therapeutic effect depends 
on the depth of the sleep. The therapeutic sleep seems to be 


J.A.M.A., Oct. 9, 1954 


only the indicator for many central nervous changes, Beside 
the problem of the central nervous mechanism, there is the big. 
chemical problem that consists of obscure processes of metab. 
olism occurring at the periphery. They make possible absorption 
of sclerosing substances and their decomposition. One of the 
patients died suddenly on the third day of treatment: she had 
the severest type of scleroderma with sclerosis of the entire 
skin and with stiffening of most of the joints. Death may have 
resulted from hyperthermia. 


OPHTHALMOLOGY 


A New Trachoma Concept. R. Ching. A. M. A. Arch. Ophth 
51:750-761 (June) 1954 [Chicago]. , 


Ching’s new concept of trachoma is based on years of per. 
sonal observation in endemic areas in China, where trachoma 
constitutes about 50% of all eye disorders seen in the free 
clinics. He differentiates between simple and infected trachoma, 
Simple trachoma is a mild, insidious disease, frequently self. 
limiting, not especially infectious, and comparatively harmless. 
Pathologically, simple trachoma is a hyperplasia of the lym. 
phatics of the conjunctival epithelium. It is not an inflammation. 
not a conjunctivitis, and there is no acute phase. The primary 
lesion is a follicle, located in the upper retrotarsal fold and the 
epithelium of the upper cornea. Scarring and vascularization 
are reactions following this follicle. The cause is believed to be 
a filtrable virus. The trachoma virus incites only a mild reaction 
in the host tissue. An equilibrium becomes established between 
the normal conjunctiva, the trachoma follicle, and its products, 
but owing to various factors, this equilibrium shifts, and this 
shifting is characteristic of trachoma. The invasion of secondary 
organisms will cause a disturbance in the equilibrium and pro- 
duce infected trachoma. This infected trachoma is the trachoma 
described in textbooks and observed mostly in the clinics. The 
author feels that MacCallan’s four stage classification, which js 
based on the amount of inflammation and cicatrization, is not 
sufficiently descriptive. The clinical criteria of trachoma diagnosis 
are the triad signs, follicle, pannus, and cicatrices. Infected tra- 
choma may pass through the following stages: deep conjunc- 
tivitis, thick scarring, entropion, keratitis, ulceration, and 
subsequent blindness. The author proposes a uniform method of 
recording trachoma with the aid of a special trachoma sheet. 
He feels that in the light of a new trachoma concept, the regu- 
lations governing international trachoma quarantine measures 
should be modified. The diagnosis of simple trachoma need not 
be a reason to detain any traveler. With modern chemotherapy 
infected trachoma can be arrested in a relatively short time. 
This fact should be given due consideration in connection with 
the length and and method of quarantine. 


Role of Adrenal Cortex and Vitamin B,, in Diabetic Retinopathy. 
B. Becker, R. Allen, F. C. Winter and others. Am. J. Ophth. 
38:53-59 (July) [Part II] 1954 [Chicago]. 


Becker and associates review clinical, necroptic, and experi- 
mental evidence for implicating excessive adrenocortical func- 
tion and vitamin By deficiency in the pathogenesis of diabetic 
retinopathy and the Kimmelstiel-Wilson lesion. The greatly in- 
creased incidence of cortisone-induced renal lesions in the rabbit 
on a diet not supplemented with vitamin B,. suggests that the 
explanation for the observed potentiation of this lesion by 
alloxan diabetes may be related to an associated B.. deficiency. 
The findings also provide additional evidence for the interpre- 
tation suggested for the vitamin B.. test-dose excretion of dia- 
betics and, in particular, lend weight to the supposition of a 
marked vitamin B,. deficiency in the diabetic with retinopathy. 
At any rate, it would appear that a vitamin B,» deficiency as well 
as increased adrenocortical activity are involved in the patho- 
genesis of diabetic retinopathy and the Kimmelstiel-Wilson 
lesion. It is possible that both diabetes and adrenocortical hor- 
mones act through a vitamin B,. depletion mechanism. The 
lesions might then be due primarily to deficiency of vitamin 
B,, and/or an inability to metabolize or methylate some steroids 
in the absence of vitamin By. In rats, vitamin Bi: has been 
shown to counteract almost completely such cortisone effects 
as thymus atrophy, alopecia, and inhibition of body growth. 
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Deficiency of vitamin B,, does not, however, appear to be the 
sole defect in the pathogenesis of diabetic retinopathy and Kim- 
melstie!-Wilson lesions. Thus, vitamin Bu. failed to prevent the 
cortisone-induced renal lesion in all of the rabbits; one-third 
of the animals exhibited lesions in spite of massive doses of 
vitamin Bu. Furthermore, severe deficiencies of vitamin Bu.» in 
rats do not produce renal lesions resembling those described by 
Kimmelstiel and Wilson. It should be noted also that the vita- 
min B.: deficiency present in patients with pernicious anemia 
js not usually associated with Kimmelstiel-Wilson lesions or 
diabetic retinopathy. Finally, intensive vitamin B.. therapy failed 
to alter significantly the clinical course of patients with diabet c 
retinopathy. There is ample evidence, therefore, that the retinal 
and renal lesions of the diabetic cannot be attributed wholly 
to a vitamin B:: deficiency. It would seem more likely that 
adrenocortical hormones, diabetes, and vitamin Bw deficiency 
act together in producing the lesions by means of their effects 
on some other deficiency or metabolic disorder. 


Studies on the Nature of the Exophthalmos-Producing Principle 
in Pituitary Extracts. G. K. Smelser and V. Ozanics. Am. J. 
Ophth. 38:107-122 (July) [Part Il] 1954 [Chicago]. 


Experiments that aimed at clarifying the relation of anterior 
pituitary factors to experimentally produced exophthalmos in 
guinea pigs are described. These experiments indicate that the 
power of pituitary extracts to produce exophthalmos is not nec- 
essarily proportional to their ability to induce thyroid hyper- 
trophy in chicks, that is, to their thyrotropic hormone content. 
However, the exophthalmos-producing factor is obviously much 
more closely associated with thyrotropic hormone than with any 
other single principle, for example, follicle-stimulating hormone, 
corticotropin, gonadotrophin, prolactin, or the growth hormone. 
Administration of each of these separately failed to produce 
exophthalmos, even when they were given in quantities 4 to 16 
times that contained in the cruder extracts, which did produce 
a proptosis. The preparations tested were not physiologically 
pure and presumably any of them could have contained, as a 
contaminant, a separate exophthalmos-producing material. Such 
a hypothetical factor, however, was not present in any of these 
extracts in amounts adequate to produce exophthalmos. It would 
seem, therefore, that such a factor, if not the thyroid-stimulat- 
ing hormone, is very similar to it, for it was present in each 
of several thyrotropic preparations (beef and pig pituitary ex- 
tract, and the thyrotropins of Armour and Organon) that were 
used. In these cases the exophthalmos-producing potency was 
directly proportional to the thyrotropic hormone content. If 
similarity or close association are accepted, identity of the thyro- 
tropic and exophthalmos factors appears to be denied by the 
experiments with sheep and horse pituitary extracts. The result 
of the experiments with pituitary hormone combinations also 
does not support the idea that the thyrotropic hormone is ex- 
clusively responsible for exophthalmos. The administration of 
corticotropin in conjunction with a small quantity of pituitary 
extract causes a marked exophthalmos, whereas when injected 
separately in the same quantity neither causes this effect. Exo- 
phthalmos, therefore, appears to result from the synergistic 
action of two or more substances. 


The Probable Systemic Nature of Mikulicz’s Disease and Its 
Relation to Sjégren’s Syndrome. W. S. Morgan. New England 
J. Med. 251:5-10 (July 1) 1954 [Boston]. 


In a comparative histological study of 18 previously reported 
cases of so-called Mikulicz’s disease and the microscopical ma- 
terial from the original series of Sj6gren’s syndrome, the patho- 
logical changes in the salivary glands were found to be identical. 
A reexamination of the clinical records of the 18 patients dis- 
closed that a significant number had other components of Sjé- 
gren’s syndrome such as keratoconjunctivitis sicca, xerostomia, 
and rheumatoid arthritis. Conversely, a study of cases classified 
as SjOgren’s syndrome revealed that the incidence of the several 
components of Sjégren’s syndrome was extremely variable, and, 
in addition, many of the patients had chronic enlargement of 
the salivary glands, one of the prominent features of Mikulicz’s 
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disease. The condition characterized by chronic enlargement of 
the salivary or lacrimal glands, which in the past has been called 
Mikulicz’s disease, may be a less highly developed variant of 
a larger symptom complex, Sjégren’s syndrome. Because of the 
high incidence of rheumatoid arthritis in Sjogren’s syndrome 
it is possible that the pathological process in the salivary or 
lacrimal glands is similar and of systemic origin. 


THERAPEUTICS 


Pamine Bromide: Gastric Antisecretory Effects and Therapeutic 
Usefulness in Peptic Ulcer and Other Gastrointestinal Disorders. 
J. B. Kirsner, E. Levin and W. L. Palmer. Gastroenterology 
26:852-867 (June) 1954 [Baltimore]. 


The effect of single doses of methscopolamine (Pamine) bro- 
mide on basal gastric secretion was determined in experiments 
performed on 110 persons secreting acid gastric juice continu- 
ously; almost all of them were patients with duodenal ulcer. 
Forty-seven patients were given methscopolamine in single doses 
of 0.014 to 1.4 mg. intramuscularly, and in 25 of the 47 pa- 
tients anacidity was produced. Side-effects occurred with amounts 
of 0.039 mg. and increased in proportion to the dosage. Fifty- 
seven patients received single doses of 2.5 to 25 mg. of the 
drug intragastrically, and 6 patients received 10 to 20 mg. of 
methscopolamine intraduodenally; anacidity was produced in 
22 of the 57 patients and in 2 of the 6 patients. Side-effects were 
pronounced with doses of 15 mg. or more. Methscopolamine 
in laminated tablets containing 5 or 10 mg. of the drug sup- 
pressed gastric secretion temporarily in 3 of 10 patients. Single 
intramuscular injections of methscopolamine in doses of 0.13 
to 0.23 mg. decreased briefly the continuously stimulated gastric 
secretion in six of eight patients in whom maximal secretion 
of hydrochloric acid was induced and maintained by the sub- 
cutaneous injection of 12.5 mg. of the histamine analog, 3-beta 
aminoethylpyrazole, every 15 minutes. The fasting secretion for 
one hour, measured at intervals during the prolonged oral intake 
of methscopolamine, decreased in 13 of 15 patients. The clinical 
response to methscopolamine was studied in 88 patients with 
peptic ulcer and in 37 patients with other gastrointestinal dis- 
orders. The drug was given in 5 mg. tablets, usually two to 
four times daily for 2 to 11 months. Good or favorable results 
were obtained in 74 of the 88 patients with peptic ulcer; in 
the remaining 6 the therapy was considered insufficient. Side- 
effects occurred in 63 of the 88 patients and necessitated dis- 
continuation of the drug in 17. The most frequent symptoms 
were dryness of the mouth, blurring of vision, and constipation. 
The side-effects decreased or apparently subsided completely 
during prolonged therapy in 25 patients. Of the 37 patients with 
gastrointestinal disease other than peptic ulcer, 16 had func- 
tional gastrointestinal disorders, and in 11 of these, decrease 
in diarrhea and relief of abdominal pain was observed. Similar 
improvement resulted in 7 of 10 patients with regional enteritis 
and in 4 of 7 patients with severe ulcerative colitis. Sympto- 
matic improvement was noted also in two patients with hiatus 
hernia and heartburn and in one patient with the postgastrec- 
tomy syndrome. Methscopolamine was ineffective in one patient 
with chronic recurrent pancreatitis. Side-effects occurred in 25 
of the 37 patients, and their severity necessitated discontinu- 
ation of the drug in 11. The prolonged oral intake of methscopo- 
lamine did not produce demonstrable toxic effects on the blood, 
urine, hepatic function, or the electrocardiogram. These results 
showed that methscopolamine may inhibit completely the con- 
tinuous basal gastric secretion for several hours or longer. The 
gastric antisecretory effect of methscopolamine varies among 
individual patients; the drug may decrease gastric secretion when 
given either intramuscularly or orally, but much larger doses 
are required orally. The oral intake of methscopolamine for long 
periods may induce sustained lowering of the basal secretion and 
in occasional patients, it sustained anacidity. Side-effects develop 
to a variable degree in most patients and constitute the chief 
disadvantage; however, the symptoms may subside with con- 
tinued administration of the drug, and their incidence and 
severity can be reduced by individual adjustment of the dosage. 
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Like other anticholinergic drugs, methscopolamine does not 
cure peptic ulcer, but it may be a useful adjunct in its treat- 
ment. Methscopolamine, by decreasing gastrointestinal motility, 
may be a helpful adjunct in the management of certain gastro- 
intestinal disorders accompanied by diarrhea. 


Bovine Antihaemophilic Globulin in the Treatment of Haemo- 
philia. R. G. Macfarlane, R. Biggs and E. Bidwell. Lancet 
1:1316-1319 (June 26) 1954 |[London, England]. 


The effective treatment of hemophilia by replacement of the 
deficient factor requires large amounts of blood not easily ob- 
tainable from human sources. A preparation of bovine anti- 
hemophilic globulin was produced of which 1 gm. has an 
activity equivalent to about 20 pints (9.6 liters) of normal human 
blood, assayed by the thromboplastin-generation test. Thirty 
mice that were given an intraperitoneal injection of about 100 
times the human dose in proportion to body weight survived 
without obvious ill effects. One rabbit receiving 1 gm. of the 
preparation by intravenous injection in three doses in six weeks 
did not show any ill effects. The clinical action of the prepara- 
tion was studied in three hemophilic volunteers. Intravenous 
injections of 0.5 gm. of bovine antihemophilic globulin given 
to these patients resulted in the expected rise in the antihemo- 
philic activity of their blood. In two of the patients so treated, 
dental extraction produced no abnormal bleeding. In the third 
patient, the removal of 16 teeth caused bleeding for several 
hours but did not necessitate transfusion. No undesirable side- 
effects were observed in the first two patients. In the third pa- 
tient, six injections with a total dose of 2.5 gm. of the prepara- 
tion produced thrombocytopenia but no purpura. The bovine 
antihemolytic globulin agglutinated human platelets, and at- 
tempts will be made to eliminate or reduce this action before 
proceeding with further trials in man. In each of the three pa- 
tients tests for the presence of antibodies were made at three 
and six weeks after the dental extractions. The bovine material 
showed slight antigenic properties, which may be reduced as 
purification methods will improve. 


Quinacrine (Atabrine) in Treatment of Systemic and Discoid 
Lupus Erythematosus. E. L. Dubois. A. M. A. Arch. Int. Med. 
94:131-141 (July) 1954 [Chicago]. 


Quinacrine (Atabrine) hydrochloride was given orally to 20 
patients with systemic lupus erythematosus and to 2 patients 
with the discoid form. The initial dose of the drug varied from | 
mg. per day, in a patient who was known to be sensitive to the 
drug, to a maximum initial dose of 600 mg. per day. An attempt 
was made to gradually increase the dosage to the point of clini- 
cal improvement or maximum tolerance. Doses as large as 2,000 
mg. per day for 60 days were used. If nausea or vomiting ap- 
peared, the dose was temporarily decreased; however, if psycho- 
sis or dermatitis appeared the drug was discontinued. The 
patients were classified in four groups, according to the severity 
of the disease. Complete healing occurred in two patients with 
the discoid form of the disease with lesions limited mainly to 
the face and without clinical or laboratory evidence of dissemi- 
nation. The second group consisted of four patients with chronic 
systemic lupus erythematosus who had discoid lesions on the 
face and, usually,-on the body as well, with occasional flare- 
ups of systemic involvement, such as arthralgia, fever, and ab- 
normal liver function tests, but negative lupus erythematosus 
tests; there was healing of the skin lesions as well as disappear- 
ance of the systemic symptoms in these four patients. Of the 
five patients with subacute systemic lupus, a slightly more viru- 
lent form with remissions and exacerbations in which L. E. 
cells are usually found, three were greatly improved. The last 
‘group was that of 11 patients with classic acute systemic Jupus 
‘erythematosus, who had the typical fulminating clinical syn- 
drome, without remissions after a year or more of treatment 
with cortisone; only 3 of the 11 patients showed improvement, 
despite vigorous treatment. In general, the less active the disease 
was, the more rapid and better was the resultant improvement. 
Only one serious toxic reaction occurred in a patient who be- 
came markedly psychotic after 42 days of treatment with quina- 
crine in doses as high as 900 mg. per day; the psychosis sub- 
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sided after one week’s hospitalization. Dermatitis developed in 
three patients but disappeared when the drug was discontinued. 
Of 20 additional patients treated with quinacrine since the autho, 
wrote this paper, 3 with discoid lupus, 4 with chronic dissemj. 
nated lupus, and 6 with the subacute systemic form obtained 
good to excellent results. Of the remaining seven patients with 
the acute disseminated form, only three were greatly benefited 
In view of the cumulative property of quinacrine and the fac; 
that clinical improvement tends to follow the production of 4 
maximum blood level, it is suggested that quinacrine be starteg 
at a level of 300 mg. per day for the first week and that the 
dose be reduced in a discoid patient or that, in patients with 
the more virulent form of the disease, the dosage be raised 
gradually to the point of improvement or toxicity. It is not nec. 
essary to produce a yellow stain in order to obtain clinical jm. 
provement. Quinacrine is of definite benefit in the treatment of 
discoid, chronic systemic, and subacute systemic lupus anJ jx 
well worth a trial in all patients with these forms of the disease 


Problem of Requirement of “Fractionated Disinfection” in Hos- 
pital Treatment of Scarlet Fever with Penicillin. R. Fischer and 
I. Faust. Deutsche med. Wchnschr. 79:1076-1078 (July 2) 1954 
(In German) [Stuttgart, Germany]. 

“Fractionated disinfection,” which was at first considered in- 
dispensable to the success of penicillin therapy, consists of bathing 
the patient after the first febrile days of scarlet fever, followed by 
moving him to another room, where he stays until the pharyngeal 
smears have become negative for hemolytic streptococci. The 
patient then is given another bath and is moved to a third room, 
from which he is discharged after thorough final disinfection. 
At the medical department of the city hospital in Kassel, Ger- 
many, limited accommodations made such a “fractionated dis- 
infection” impossible, but penicillin therapy nevertheless was 
instituted because of a large influx of patients of both sexes and 
all ages with scarlet fever. Depot penicillin in doses of 300,000 
to 400,000 units, depending on the patient’s age, was given daily 
for 10 days to 59 patients without isolating the recent patients 
from those who had already been treated for some time. As a 
rule the patients were discharged from the hospital immediately 
after the termination of the 10 day treatment. Complications 
were not observed. A questionnaire sent out to 58 patients or 
their parents six weeks to eight months after the patient's dis- 
charge was answered by all. Except for two cases of myocard- 
itis, other typical complications or sequelae of scarlet fever were 
not observed. In two additional cases a secondary infection in 
a sibling of the patient after the latter’s return from the hospital 
could not be definitely excluded. The authors recommend treat- 
ment with penicillin without “fractionated disinfection,” par- 
ticularly in hospitals with limited space in the department for 
infectious diseases. 


The New Antibiotic Xanthocillin. W. Rothe. Deutsche med. 
Wehnschr. 79:1080-1081 (July 2) 1954 (In German) [Stuttgart, 
Germany}. 


At the university of Jena in 1948, a new antibiotic in the 
form of yellow crystals was isolated from the mycelium of a 
special strain of Penicillium notatum. Because of its color and 
origin it was given the name of xanthocillin. It possesses the 
formula C,,H,,O.N:, corresponding to a molecular weight of 
290. Despite a standard crystallized form, it may be separated 
by chromatography into two components, X and Y, which are 
chemically similar and both of which are of high therapeutic 
value. The xanthocillin -preparation contains the antibiotic in 
pure crystalline form with the two components X and Y in a 
ratio of about four to one. The spectrum of the antibacterial 
effect of the new antibiotic is unusually wide. It prevents in 
high dilutions the growth of micrococci, streptococci, and Cory- 
nebacterium diphtheriae and other gram-positive bacteria, and 
in addition also that of gram-negative bacteria resistant to peni- 
cillin, such as colibacilli, Proteus organisms, Pseudomonas 
aeruginosa, and anaerobic spore-forming agents, such as Clo- 
stridium tetani, Bacillus anthracis, Clostridium perfringens, and 
Mycobacterium tuberculosis. Xanthocillin also acts as a bac- 
tericidal in high dilutions, so that one may speak of a poly- 
valent-bactericidal effect. Experiments with various bacteria 
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chowed that in contrast to other antibiotics and sulfonamide 
compounds xanthocillin does not produce increasing resistance 
of the bacteria. Strains that become experimentally resistant to 
penicillin, sulfonamide compounds, or streptomycin, maintained 
their original high sensitivity to xanthocillin. The new antibiotic, 
however, is not suited for general treatment because it is not 
easily absorbed, and that makes it impossible to achieve an ade- 
quate blood or tissue level by parenteral or oral administration. 
Toxic side-effects are to be expected with high dosage. Thera- 
peutically sufficient concentration may be obtained with rela- 
tively low doses for local use. Difficult absorption favors a cumu- 
lative effect. Local prophylactic and therapeutic use uf 10 to 
2 mg. of xanthocillin proved adequate against peritonitis, while 
even larger amounts of 350 mg. inserted in large infected wound 
cavities, (e.g. after nephrectomy), did not cause any untoward 
.ide-effects. Xanthocillin was applied as a powder, an ointment, 
, wound-packing material, or a solution. It was successfully 
applied to the outer layer of the skin, to wounds, to the eyes to 
the nose, mouth, and pharynx, in the nasal accessory cavities, 
pleural cavity, peritoneum, and uterus. The significance of 
xanthocillin for local therapy consists in the fact that it renders 
unnecessary the local use of antibiotics and sulfonamide com- 
pounds that are suitable for general treatment. Spread of strains 
resistant to penicillin, streptomycin, and sulfonamide compounds 
can thus be counteracted, and the reliability of these other drugs 
for general treatment may be insured. The same applies to specific 
phenomena of allergization that are associated with local therapy 
of skin and mucous membranes by other drugs. The polyvalent- 
bactericidal effect of xanthocillin assures therapeutic success 
even without previous resistance tests, and an increasing re- 
sistance of the bacteria in the course of the treatment need not 
be feared. 


Results of In-Flight Testing of SAM Portable Respirator on 
Poliomyelitic Patients. S. S. Wilks and J. F. Tomashefski. J. 
Aviation Med. 25:265-274 (June) 1954 [St. Paul]. 


As the result of an evaluation of commercially available port- 
able respirators, Wilks and Tomashefski concluded that the 
most dependable and reliable respirator is one encasing the 
entire body. Since there were no acceptable lightweight, full- 
body respirator units available, considerable effort was expended 
toward the development of a lightweight power unit and valving 
mechanism that would operate a full-body shell. Several models 
were designed and built before they evolved the one that ap- 
peared to be more suitable for the evacuation of poliomyelitis 
patients than any commercial model they used in the experi- 
mental program. The basic principle of the power unit is a high 
speed, motor-driven impeller with a cam-operated valve system 
that alternately connects the tank opening to the intake and 
discharge compartments of the impeller box. Two types of power 
units have been developed for the portable respirator. It has 
been tested in controlling the respiration of dogs anesthetized 
with morphine and pentobarbital (Nembutal), in normal sub- 
jects, and in poliomyelitis patients. Whether poliomyelitis pa- 
tients should be transported by air and in what stage of the disease 
process this transportation should be performed is controversial. 
Recently the Navy condemned transportation by air of patients 
in the acute stage of poliomyelitis unless lifesaving methods 
and measures were not available locally and could not be trans- 
ported to the patient. Nevertheless, civilian as well as military 
institutions make every effort to transfer a patient with polio- 
myelitis as quickly as possible to an institution where trained 
personnel and adequate equipment are available. Many of the 
patients transported during the past 24 months were acutely 
ill. No immediate ill effects have been observed in these pa- 
lients; they all tolerated the flights well and no in-flight emer- 
gency measures except occasional aspiration and administration 
of oxygen by inhalators were necessary. The number of requests 
for moving such patients is becoming greater. The use of a light- 
Weight portable respirator will eliminate many of the difficulties 
encountered in attempting transport with a standard full-body 
“iron lung.” The described respirator will provide adequate 
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ventilation and maximum comfort for acute or chronically apneic 
patients. It may also be used as an emergency hospital or medi- 
cal station unit. 


PATHOLOGY 


The Incidence of Ulcer-Cancer. A. D. Morgan and E. S. Lee. 
Brit. J. Surg. 41:595-598 (May) 1954 [Bristol, England]. 


Ulcer-cancer is a definite entity and occurs in at least 1% of 
chronic gastric ulcers. As it can be diagnosed only in the very 
early stages of malignancy, its incidence is certainly higher, 
though an accurate figure cannot be determined. Two new cases 
are described, the only proved ulcer-cancers among 104 car- 
cinomas diagnosed in a series of 673 postgastrectomy specimens. 
Two other specimens in the group of 104 carcinomas were 
strongly suggestive of ulcer-cancer. The microscopical criteria 
for the diagnosis of ulcer-cancer are: (1) the floor of the ulcer 
should be that of a typical chronic peptic ulcer, composed of 
dense fibrous tissue in which neither muscle fibers nor tumor 
cells are found, and (2) the muscle should end abruptly near the 
wall, and between it and the overhanging mucosa should be a 
focus of unmistakable carcinoma, with evidence of invasion of 
muscle. The finding of undoubted cancer in one margin of an 
otherwise typical chronic ulcer is regarded as evidence of a 
causal connection. The presence of muscle fibers or tumor cells 
in the base of the ulcer invalidates the diagnosis. 


Encapsulated Angioinvasive Carcinoma (Angioinvasive Ade- 
noma) of Thyroid Gland. J. B. Hazard and R. Kenyon. Am. J. 
Clin, Path. 24:755-766 (July) 1954 [Chicago]. 


Hazard and Kenyon describe the pathological and clinico- 
pathological aspects of 32 cases of encapsulated angioinvasive 
carcinoma. The 32 neoplasms were found in a review of 2,500 
encapsulated tumors of all types, an incidence of 1.3%. These 
were encountered in approximately 22,000 thyroid operations 
at the Cleveland Clinic between the years 1923 and 1952, in- 
clusive, and comprised 8% of the carcinomas. The majority of 
these malignant. encapsulated tumors were atypical as com- 
pared with the usual adenoma. Mitoses were commonly found 
and were of greater frequency than in other encapsulated non- 
papillary thyroid tumors. The malignancy of the neoplasm is 
emphasized by the fact that 4 (18%) of 22 patients died as a 
result of the carcinoma; 15 (68.2%) developed metastases or 
local recurrences. In the majority, such malignant manifestations 
appeared within five years. Angioinvasion in an encapsulated 
nonpapillary tumor of the thyroid gland is an important indi- 
cation of malignancy. The term encapsulated carcinoma is 
proposed as a designation of this group of nonpapillary tumors. 
There was no indication that any clinical feature showed cor- 
relation with prognosis. Unusually numerous mitoses were en- 
countered with greater frequency in those tumors that sub- 
sequently had a malignant course. The degree of vascular 
invasion did not appear to be a factor in determining prognosis. 


Relationships Between Parathyroids and Bone Diseases. H. A. 
Salvesen. Minerva med. 45:1473-1476 (May 23) 1954 (In Italian) 
|Turin, Italy]. 


The mechanism of bone formation is not entirely under- 
stood, but probably the parathyroid influences the process by 
maintaining an adequate concentration of calcium and phos- 
phorus in the blood. A functional insufficiency of these glands 
leads to uncontrolled osteogenesis with calcification of the 
cartilages and ligaments in addition to increased density of the 
bones already formed. A normal functioning of these glands 
insures the best bone formation. The calcium-regulating action 
of these glands is demonstrated by the fact that if the blood 
calcium diminishes for causes other than a condition of the 
parathyroids, these draw calcium from the bones to protect the 
organism against the dangerous consequences of hypocalcemia. 
When calcium decreases and tetany appears, the parathyroids 
become hyperactive (secondary hyperparathyroidism) and even- 
tually become hyperplastic; it is, therefore, always necessary 
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to determine first whether a case of hypocalcemia is the result 
of idiopathic hypoparathyroidism, in which case there would 
be no functional reaction of these glands. The difference between 
primary and secondary hyperparathyroidism lies in the fact that 
in the former more parathyroid hormone is produced than is 
necessary, whereas in the latter the increased production of the 
hormone aims at compensating calcium losses. Secondary hyper- 
parathyroidism is, therefore, a physiological process that serves 
to protect the organism from a hypocalcemia induced by causes 
other than parathyroid insufficiency. But it does, at the same 
time, impair the bones. If the hypocalcemia lasts long, the bones 
undergo a marked loss of calcium, because of the action of the 
parathyroids, especially in cases in which calcium absorption 
is deficient. Diseases in which secondary hyperparathyroidism 
may determine bone lesions are rickets, osteitis fibrosa gen- 
eralisata (Recklinghausen’s disease), chronic renal insufficiency, 
and Fanconi’s syndrome. 

































































Sputum Smears as Source of Infectious Aerosol. F. Dekking. 
Nederl. tijdschr. geneesk. 98:1626-1630 (June 12) 1954 (In 
Dutch) [Amsterdam, Netherlands]. 


Dekking discusses causes and cites figures on laboratory 
infections with various types of organisms. Ignorant, careless, 
and indifferent laboratory workers are chiefly responsible for 
laboratory infections, and preventive measures should not over- 
look this fact. A number of investigators, chiefly Americans, 
have described preventive measures. Dekking states that it can 
be shown by means of electronic flash photographs that the 
common technique of making sputum smears between two 
object slides may be the source of an infectious aerosol. The 
method should be discarded. 


Carcinoma (Cylindromatous Type) of Trachea and Bronchi and 
Bronchial Adenoma: A Comparative Study. H. T. Enter- 
line and H. W. Schoenberg. Cancer 7:663-670 (July) 1954 
[Philadelphia]. 


The cylindromatous type of carcinoma is a distinctive tumor 
that probably arises from ducts of salivary or mucous glands 
and occurs in salivary glands, paranasal sinuses, palate, larynx, 
trachea, and bronchi. Two new cases of it in the bronchi are 
reported. A series of 156 cases, 94 bronchial adenomas and 
62 cylindromas, was composed of 12 personal cases and 144 
from the literature. In this series, bronchial adenomas did not 
occur in the trachea and carina. The carcinoma (cylindromatous 
type) is infiltrative, grows slowly, and ultimately metastasizes 
in a considerable percentage of cases. No case is mentioned 
in the literature as occurring in a Negro, and none of the authors’ 
cases of either tumor was in a Negro. In the cases reviewed, 
the cylindroma ultimately killed the patients seven times as 
frequently as did the bronchial adenoma (30 and 4.4%), and 
the cylindroma also recurred seven times as frequently as the 
“carcinoid” type of adenoma (20 and 2.9%). The bronchial 
adenoma differs in structure, location, and behavior from car- 
cinoma of the cylindromatous type, and the two tumors should 
not be placed in the same category. 


Histopathological Alterations of Adrenal and Anterior Pituitary 
Glands in Patients Treated with Cortisone. W. A. Bennett. 
J. Bone & Joint Surg. 36A:867-874 (July) 1954 [Boston]. 


Study of the adrenal glands from 190 patients who had been 
given cortisone for various conditions, including acute leukemia, 
periarteritis nodosa, disseminated lupus erythematosus, and 
rheumatoid arthritis, showed morphological changes of such 
intensity as to explain the acute postoperative adrenal insuffi- 
ciency sometimes noted in patients so treated. The administra- 

tion of cortisone may lead to significant suppression of adrenal 
cortical function. Withdrawal of the exogenous hormone, how- 
ever, will be followed after a variable period of weeks or even 
months by the reestablishment of normal function. Any added 
stress, such as that occasioned by surgical intervention, during 
the period preceding the resumption of normal function may 
precipitate the appearance of acute adrenal insufficiency. An 
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essential similarity of adrenal cortical response was noted jn all 
the adrenal glands studied, regardless of the condition for which 
hormone therapy had been given. Definite evidences of adrenal 
atrophy were found in those cases in which cortisone had been 
administered for more than five days and in a total dose of 
more than 450 mg. This atrophy was characterized by a de. 
crease in the weight of the gland as compared to the normal 
weight, a narrowing of the cortex with loss of yellow color 
and a rather constant loss of lipid not accompanied by cellular 
destruction. Cortisone-induced adrenal atrophy is a reversible 
state, but neither the dosage and duration of administration 
required to produce it nor the length of time necessary for Te- 
covery can be accurately determined. Changes that seem to 
parallel the atrophy and loss of lipid content produced in the 
adrenal cortex by cortisone can also be demonstrated in the 
pituitary glands of patients who have been treated with corti. 
sone or corticotropin or both. These changes, consisting chiefly 
of degranulization, hyalinization, and vacuolization of the baso. 
phils, resemble those described by Crooke in adrenal cortical 
hyperfunction (Cushing’s syndrome) and, like the changes jp 
the adrenal cortex, they seem to be reversible. Evidence now 
available strongly suggests that the atrophy, loss of lipid, ang 
impairment of the function of the adrenal cortex induced by 
cortisone result from suppression of pituitary adrenotropic func. 
tion rather than from direct action by cortisone on the adrenal 
cortex. Both cortisone and corticotropin are capable of produc. 
ing similar histological changes in the pituitary gland and both 
are presumably capable of suppressing its adrenotropic function, 
Acute adrenal insufficiency may, therefore, appear in patients 
subjected to surgical stress during the period between the with- 
drawal of either cortisone or corticotropin and the resumption 
of normal pituitary and adrenal function. 


Morphological and Quantitative Comparison Between Infec. 
tious and Non-Infectious Forms of Influenza Virus. G. H. 
Werner and R. W. Schlesinger. J. Exper Med. 100:203-216 
(Aug.) 1954 [New York, N. Y.]. 


Electron microscopic study has revealed the morphological 
entity responsible for the rise in viral hemagglutinin observed 
in brains of mice after intracerebral inoculation of non-neuro- 
tropic strains of influenza virus. This rise in hemagglutinin, 
althoug:1 dependent on inoculation of fully infectious virus, is 
not associated with an increase in infectious titer. The hemag- 
glutinating principle is functionally similar to the “incomplete” 
influenza virus that can be obtained from chick embryos by 
serial egg-to-egg transfer of undiluted, infected allantoic fluid 
according to the method of von Magnus. A method that facili- 
tates selective adsorption of viral particles was used in studying 
the morphology of noninfectious, hemagglutinating virus from 
chorioallantoic membranes or mouse brains and in comparing 
these two forms with each other and with ordinary, infectious 
(standard) influenza virus. Standard virus isolated from allan- 
toic fluids or membranes of infected eggs was found to contain 
uniform particles of predominantly spherical shape with smooth 
surface and even density. In contrast, noninfectious, hemag- 
glutinating virus obtained either from allantoic sacs (“undiluted 
passages”) or from mouse brain was pleomorphic and seemed 
to consist of distintegrating particles. The majority appeared 
flattened and bag-like and had a rough, granular surface and 
reduced, uneven density. Thirty-seven per cent of the non- 
infectious particles isolated from mouse brain infected with the 
non-neurotropic strain WS had diameters in excess of 170 as 
compared with only 2% of the particles of the parent strain 
itself. Regardless of whether or not the contrast in appearance 
of standard and of noninfectious particles was due to differing 
resistance to the preparatory treatment, it indicated the exist- 
ence of basic structural differences between the two types of 
virus. Correlation of particle counts with hemagglutinin titers 
show that the noninfectious virus obtained from mouse brain 
is, unit for unit, an equivalent counterpart of standard virus 
derived from infected eggs. The quantitative data based on 
particle counts support the assumption that noninfectious virus 
arises in mouse brain as a product of viral multiplication. 
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RADIOLOGY 


fissures in Biliary Calculi: Further Observations. C. L. Hinkel. 
Am. J. Roentgenol. 71:979-987 (June) 1954 [Springfield, Hl.]. 


Hinkel studied the gallstones of 100 consecutive patients 
undergoing cholecystectomy, but excluded from study solitary 
calculi, those less than 3 mm. in diameter, and ductal calculi. 
Fissures were present in the fresh calculi of 48 of the 100 pa- 
tients; but when the calculi were dried 57 patients were found 
to have fissured calculi. Most of the fissures contained fluid 
in the fresh state, but gas was seen in some. Whether the con- 
tents are fluid or gaseous is probably dependent on the size 
of the central void, the extent of the dendritic fissures and the 
porosity of the calculus and its shell. When fissured calculi were 
dried in air there was loss of fluid from the fissures, shrinkage 
of the central substance, widening of the fissures, and occa- 
sionally spontaneous fragmentation. Storage of calculi in physio- 
logical saline and 10% formaldehyde solution (Formalin) for 
one to two and one-half years exerted no appreciable effect 
on the incidence, character, or degree of fissuring. Ninety-five 
per cent alcohol caused dissolution of some calculi; in others, 
it decreased or obscured fissuring as a result of its solvent action. 
Fissuring occurred most commonly in brown, radiaily con- 
structed, nonopaque calculi and in those having a dense central 
nidus. It was uncommon in calculi that were dense throughout 
or that were lacking in radial structure. It was not found in pure 
cholesterol or pure pigment calculi. Fissuring is believed to be 
a phenomenon resulting from internal shrinkage of the colloid- 
crystalloid mass of the concretion. It is probably a manifestation 
of aging and is influenced by composition, crystal arrangement, 
and porosity. 


Distant Metastasis from Oral Malignancy. S. G. Castigliano and 
C. J. Rominger. Am. J. Roentgenol. 71:997-1006 (June) 1954 
(Springfield, I1l.]. 


Death in patients with carcinoma of the oral cavity usually 
results from the direct or indirect effects of the local lesion or 
the regional metastasis and not from remote or visceral me- 
tastasis. With the increasing ability to control the local lesion, 
together with its cervical metastases, there has been an increase 
in the life span in treated fatal cases. Coincident with an in- 
creased survival time in these patients, distant metastasis is 
being observed with greater frequency. The authors found that, 
in their experience, the organs most frequently involved with 
distant metastasis from oral carcinoma are the lungs and bones. 
Malignant lesions situated posterior to the anterior pillar of 
the tonsil are more prone to produce distant metastasis than 
malignant lesions that originate in the oral cavity. A case of 
epidermoid carcinoma, squamous cell type, grade 2, involving 
the buccal surface is presented to demonstrate distant metastasis 
from oral malignant lesions. Numerous organs of the body, in- 
cluding the heart, were involved with metastatic foci. Despite 
the recently noted increase in the incidence of visceral me- 
tastasis associated with oral malignant lesions, distant metastasis 
is still far from being the menace it is in other forms of cancer 
—for example, cancer of the breast with its high rate of me- 
tastasis to bone and lung, or cancer of the rectum and cancer 
of the stomach with their high rates of metastasis to the liver. 
Nonetheless, survey roentgenograms of the lungs and bones 
should be routine prior to contemplated radical surgery for 
advanced primary and secondary disease. Generally speaking the 
problem of cure in oral malignant lesions is control of the local 
disease and its regional metastatic spread. 


Hodgkin’s Disease. F. W. O’Brien and F. W. O’Brien Jr. Am. 
J. Roentgenol. 71:1007-1016 (June) 1954 [Springfield, Ill.]. 


The cause of Hodgkin’s disease still remains an enigma, and 
its diagnosis is questionable, unless it is based on histopatho- 
logical evidence. Certain regions are anatomically susceptible 
to extension of this disease; thus, the neck, axilla, and medi- 
astinum may be considered a unit; while the groin, abdominal, 
and retroperitoneal areas constitute another unit. The spleen is 
involved in 75% of cases. Stomach and small intestine are fre- 
quently the site of Hodgkin’s disease. Reports on the incidence 
of osseous involvement vary widely. Lesions may occur within 
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the kidneys, adrenals, retroperitoneal, and mesenteric systems. 
Direct involvement of the central nervous system is rare. The 
form of Hodgkin’s disease that is frequently overlooked concerns 
the patient who has lost weight, has no appetite, is pale, febrile 
or afebrile, and complains of pruritus. There are no grossly 
palpable lymph nodes; yet, roentgen studies may reveal pul- 
monary, intra-abdominal or osseous disease. This form has often 
been labeled atypical. Until recent years arsenic, surgery, and 
irradiation, singly or in combination, have been the treatments 
of choice in Hodgkin’s disease. Surgery would only seem indi- 
cated when the disease is localized, and such patients are the 
exception. Since 1940 the authors have observed 170 patients 
with Hodgkin’s disease who were referred for radiation therapy. 
On the basis of their own experiences and those of others they 
believe that the mustards and triethylene melamine may be use- 
ful adjuvants in the treatment of generalized Hodgkin’s and 
so-called radiation-fast disease. They do not deny that chemo- 
therapy may have opened up an important approach to the treat- 
ment of the lymphoma group. However, they deprecate the 
routine application of the mustards by internists and hematolo- 
gists without regard to the natural history of the disease and the 
known benefit of irradiation. A close collaboration between 
internist, surgeon, and radiation therapist is essential. Until 
further evidence is presented, they feel that irradiation remains 
the cornerstone of therapeusis in Hodgkin’s disease. 


Batch Processing of Film for Radiation Protection of Personnel. 
R. J. Magill. A. M. A. Arch. Indust. Hyg. 10:37-42 (July) 
1954 [Chicago]. 

Film badge dosimetry is a convenient method for measuring 
personal exposure to x-rays and gamma radiation. Its use has 
been extended to monitor other radiation, such as neutrons, 
both slow and fast. The accuracy of film dosimetry is highly 
dependent on controlled conditions of development. Equipment 
designed for dental roentgenographic work is usually employed 
for the development of the film badge, because the film sizes 
are the same. This equipment functions smoothly for dental 
work, but a system designed for quick inspection during proc- 
essing and for a steady work load seems to impose an unnec- 
essary burden on the inherent accuracy of processing. Two 
other systems seemingly are more desirable for densitometric 
accuracy. In one method all films for an exposure period are 
processed at once in a compact, light-tight tank, with holders 
firmly supporting the film. The second is a continuous system, 
such as that used for motion-picture film; in this case the pieces 
of film are carried on a belt. Owing to relative cost and the 
set-up and clean-up time required for the continuous system, 
it would not seem feasible to use this method for less than 1,000 
films per exposure period. Various factors influencing develop- 
ment are considered in relation to the three systems of process- 
ing. “Batch” denotes the small-tank process in which all films 
are developed in one load; “group,” the dental operation in 
which part of the film is given batch processing; “continuous,” 
denotes the process in which the pieces of film are carried on a 
continuous belt. The author shows that batch processing equip- 
ment represents the minimum investment and leads to the short- 
est working time for a work load between 10 and 1,000 films 
per exposure period. The steps in processing are briefly de- 
scribed. In the concluding summary the author emphasizes that 
batch processing of dosimetry film yields greater accuracy with 
less expensive equipment than do conventional methods. Con- 
ditions of development are more closely controlled because 
fresh solutions are used for short periods of time and because 
agitation is performed at the optimum rate. Standard exposures 
processed with the unknowns make it possible to correct a stand- 
ard calibration curve for the usual small differences in develop- 
ment and in film speed. The use of a light-tight tank with a 
light trap for pouring solution in and out makes more than 
a dark closet with 3 ft. of bench space and a safe light unnec- 
essary. Even though more elaborate equipment, with a pump 
for agitation and fluid handling, is used for operations involv- 
ing 400 films or more, this same darkroom space is adequate. 
By evaluating film with an optical wedge comparator instead 
of a densitometer and processing with this simple batch equip- 
ment, it is possible to handle as few as 25 films per exposure 
period at a cost per film comparing favorably with present 
systems involving several hundred films. 
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Radio-Active Iodine and Protein-Bound Iodine in Thyroid Dis- 
orders. J. P. Madigan and W. E. King. M. J. Australia 1:801- 
814 (May 29) 1954 |Sydney, Australia]. 


A group including physicians, radiotherapists, physicists, a 
pathologist, and a biochemist undertook to investigate the 
following: (1) the value of physical indices concerning uptake 
and excretion of tracer doses of radioactive iodine (I‘*") as an 
indication of thyroid function; (2) the value of protein-bound 
iodine as an index of thyroid function; (3) comparison of the 
value of physical indices, protein-bound iodine, and basal 
metabolic rate estimations in the same group of patients com- 
pared to clinical assessment; (4) comparison of various physical 
indices to determine the most useful; (5) clinical trial of DP“! 
as a therapeutic agent in hyperthyroidism and carcinoma of 
the thyroid; (6) investigation of superior mediastinal “tumors” 
with tracer doses of I'*! to detect thyroid tissue if present; and 
(7) establishment of a method of radioautography. This exten- 
sive paper and two others, to be published later, report the 
results of the joint project carried out at the Royal Melbourne 
Hospital. The first part of this paper is concerned with the 
clinical assessment of 140 tracer tests carried out on 114 
patients; 72 of these tests were made on 66 subiects with 
normal thyroid function, 65 on 45 patients with thyrotoxic hyper- 
thyroid function, and 3 tests on 3 patients with hypothyroid 
function (myxedema). Clinical assessment gave correct classifi- 
cation for 128 of 140 tracer tests. Physical indices gave correct 
classification for 113 of the total 140 performed. Protein-bound 
iodine estimation gave correct classification for 111 tests of a 
total 131 performed. The basal metabolic rate gave correct 
classification for 40 tests and inconclusive or incorrect results 
for 36 of the total of 76 performed. The analysis of 23 patients 
with hyperthyroidism who were treated with I'*! revealed that 
3 have since died of cardiac failure existent at the time of I'*4 
therapy and of hypertensive or rheumatic causes in addition to 
a thyrotoxic element. Two of these patients had their thyro- 
toxicosis controlled by a single dose of I'*1, and the other died 
two months after a single dose with only partial control. Twenty 
patients are still alive. Ten of these had their hyperthyroidism 
controlled and have been under observation for from six months 
to three years. Of the remaining 10 patients, 4 improved but 
were only partly controlled. The period of observation since 
the last dose has been between two and six months. Five patients 
have been in a nontoxic state since their last therapy dose was 
given three to five months ago; insufficient time has elapsed to 
determine whether their condition will be controlled. Because 
a superior mediastinal tumor may be a retrosternal thyroid mass, 
10 patients with mediastinal masses were studied by tracer tests 
with radioactive iodine. Notwithstanding certain difficulties, such 
as the close proximity of the superior mediastinum to the 
thyroid, there was sufficient discrete uptake in the mediastinal 
mass in 6 of the 10 patients tested to indicate the thyroid tissue 
content. This conclusion was later verified at operation in each 
of these six patients. The therapeutic use of radioactive iodine 
in malignant lesions of the thyroid was limited. Only 5 of 17 
patients with suspected thyroid carcinoma were given thera- 
peutic doses of radioactive iodine, the others being regarded as 
not suitable for this treatment. 



































































Calcification of the Intervertebral Disks in Childhood. F. N. 
Silverman. Radiology 62:801-816 (June) 1954 [Syracuse, N. Y.]. 


Seven new cases of intervertebral disk calcification in children 

are reported and compared with eight reports available in the 

literature. Relationship to clinical complaints is by no means a 

constant finding, and differentiation of possible syndromes on 

the basis of persistence or disappearance of calcification in 

relation to symptoms probably is not warranted. The factors 

accounting for the appearance, persistence, or disappearance of 

the calcifications are not known. Intensive treatment in the pres- 

ence of symptoms referable to the level of calcification is un- 

justified; it must be remembered that these calcifications often 
disappear spontaneously. The fact that persistent calcifica- 
tions have not been recognized in the cervical levels may permit 
the separation of the group with cervical calcification, neck pain, 
and transient calcification from the group with persistent cal- 
cification or disappearing calcification in other regions. Calcifica- 
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tion of the intervertebral disks often goes unnoticed upon casual 
reading of roentgenograms. More reports of the condition are 
necessary before any definite conclusions can be made. 


Necrosis of Brain and Spinal Cord Following X-Ray Therapy, 
N. Malamud, E. B. Boldrey, W. K. Welch and E. J. Fadelj 
J. Neurosurg. 11:353-362 (July) 1954 [Springfield, Ill.]. 


Two cases are described that illustrate that roentgen irradia- 
tion of the central nervous system may produce necrosis. The 
first patient, a man aged 22, was given irradiations for a naso. 
pharyngeal carcinoma. External irradiation was directed through 
three ports, 3,300 r (air) being given to the right, 1,650 r (air) 
to the left, and 1,650 r (air) to the back of the nasopharynx. 
cervical region, over a period of 20 days. The calculated tissue 
dose in the center of the field was approximately 5,000 r. 
Repeated follow-up examinations during the ensuing year failed 
to reveal recurrence of tumor. About a year later the patient 
exhibited symptoms of a progressing neurological disorder, and 
he died about two months later. The rapid progression in this 
case corresponded to pathoanatomic findings of an acute necro- 
tizing myelitis associated with fibrinoid degeneration of blood 
vessels and mild glial response. The more protracted course in 
case 2, on the other hand, was reflected in a chronic patho- 
logical process of cystic degeneration and/or gliosis of grey 
matter, demyelinization and gliosis of white matter, and scle- 
rosis and hyalinization of blood vessels. In the second patient, 
a woman aged 37, 20 x-ray treatments had been applied to the 
right and left temporo-parieto-occipital region. It was calcu- 
lated that the tissue dose at the midplane of the head at a 
depth of 7.25 cm. was 3,573 r. In this patient 21 months had 
elapsed before symptoms of radionecrosis appeared. Reviewing 
the literature on complications of the central nervous system 
after x-ray therapy for tumors or other lesions within or outside 
the cranium the authors found that of the cases confirmed by 
biopsy or postmortem examination 12 had cerebral necrosis and 
3 spinal cord myelitis. The free interval between irradiation 
and appearance of complications ranged from four months to 
seven years. The authors feel that in any attempt to explain 
these complications of x-ray irradiation, besides the factor of 
individual susceptibility, the question of excessive dosage de- 
serves primary consideration. The tolerance doses calculated 
by Boden were exceeded in all reported cases of radionecrosis 
of brain or spinal cord. 


Effect of Roentgen Rays on Lepromatous Leprosy. E. F. 
Lutterbeck, I. F. Hummon, R. R. Wolcott and F. A. Johansen. 
Radiology 63:1-10 (July) 1954 [Syracuse, N. Y.]. 


Lutterbeck and associates report a pilot study of the effects 
of roentgen radiation on lepromatous lesions in a few selected 
patients whose treatment was not otherwise changed. Six pa- 
tients (four males and two females), ranging in age from 16 to 
67 years, were treated. A total of 17 nodules, 3 macules, and 
3 plaques were treated. All the nodules were small, measuring 
about 5 by 4 mm. and about 2 to 3 mm. in thickness. The 
irradiated plaques and macules measured 2.5 cm. in diameter 
and were slightly elevated. The irradiation was carried out with 
a contact therapy machine, which operates at 50 kv., 2 ma., 
and has a tube permitting operation at 18 mm. anode-skin 
distance. With this apparatus it is possible to deliver 1,000 r in 
six seconds. Single doses ranging from 1,000 to 6,000 r in air 
were given, and clinical changes were observed three weeks 
after the treatment, when the radiation reaction was at its 
height, and two months, six months, one year, and two years 
later. Flattening and atrophy of all but two of the treated 
lesions was observed. A dose of at least 2,000 r was required 
to produce this result. Only the superficial structures of the 
skin were influenced; the doses applied did not cause atrophy or 
regression of lepromatous lesions in the dermis or subcutaneous 
tissues. No local recurrences were observed in irradiated areas 
during a two year observation period, but irradiated areas can 
be invaded by growing adjacent lepromatous lesions. Local 
radiation effects on skin lesions do not change the general 
course of leprosy. Histological studies failed to reveal evidence 
of radiation damage. Repeated skin scrapings of irradiated areas 
failed to show any decrease in number or change in morphology 
of Mycobacterium leprae. 
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Geriatric Medicine: Medical Care of Later Maturity. Edited by Edward 
1 Stieglitz, M.S., M.D., F.A.C.P., Consulting Internist, Suburban Hos- 
pital, Bethesda, Md. Third edition. Cloth. $15. Pp. 718, with 205 illustra- 
tions. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 
9083 Guy St., Montreal, Canada; British agent—Sir Isaac Pitman & Sons, 
Ltd., 39 Parker St., London, W.C.2, England, 1954. 







Jmprovement in scientific method applied to the understand- 
ing and control of disease and disorders of the human body has 
resulted in the control, indeed, in the eradication of many dis- 
eases that a quarter of a century ago proved fatal. One of the 
most significant phenomena of our time is reflected in the 
numerical proportion of the various age groups of the popula- 
tion; for example, during the past two decades the population 
of the United States has doubled, but the number of persons 
over 60 years of age has quadrupled. By sheer numbers alone, 
then, the problems of older men and women take on new im- 
portance. As pediatrics, less than half a century ago, blossomed 
into a new specialty that paid off richly in terms of infant 
mortality and normal growth, so geriatrics today looms large 
as one of the major areas for scientific research and patient care. 
Dr. Stieglitz with 48 contributors has created a work that may 
aptly be described as the Osler of modern geriatric medicine, 
Discouraged by the false assumption that geriatrics focuses solely 
on the senile, the medical profession has unfortunately been 
slow to investigate the potentials of persons who are in the 
later years of life. 

Although geriatrics is concerned with the aged, its practition- 
ers must be more alert to the potentials of human maturation 
and the prevention or, at least, the delay of premature human 
deterioration. Society can have little respect for the attitude 
that the elderly person is one to be tolerated and the sooner 
his days are terminated the better for all. This volume should 
be a handbook for daily reference by teacher and student. It 
contains highlights of current knowledge concerning the changes 
that appear in the human body with the passage of time. The 
nutrition, immunologic response, functional activity, and home- 
ostasis of aging are carefully evaluated. It is high time for the 
medical curriculum to include the problems, medical and social, 
of maturing citizens. The spectacular accomplishments in sur- 
gery, the shift of electrolytes, the caprices of the endocrines, and 
disorders of organic function, exciting as they are to the in- 
quiring student of medicine, fail to portray the patient as a 
human being with hopes, fears, depressions, and that tre- 
mendously important function, human maturation. Living should 
have depth and breadth as well as length. 

With the editor are associated a distinguished list of American 
physicians. The contributions of A. J. Carlson on physiological 
changes of normal senescence and the chapter by Jean Oliver 
on the anatomic changes of normal senescence are classics. 
Oscar J. Kaplan writes with conviction on the intellectual changes 
of normal senescence. Frederic D. Zeman has described the 
medical care of the normal aged. The medicolegal aspects of 
senility are evaluated by A. W. Stearns. Surgery is surveyed by 
recognized authorities. The disorders of the mind and nervous 
system are discussed by Overholser, Fong, and Camp. The 
various systems of the body and the influences wrought by ad- 
vancing age are accurately described. The subject matter is 
presented in orderly sequence. The type, illustrations, format, 
and plates are attractive. The style of writing varies with the 
individual contributor, although each section covers well its own 
field. The references at the end of the various chapters are few 
but well chosen. Medical education is in a state of transition. 
Those who shape its policies should respond to the needs of 
their older patients. They will find invaluable assistance in 


clarifying many of the heretofore dark areas by reference to this 
book. 
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Theory and Problems of Adolescent Development. By David P. Ausubel, 
M.D., Ph.D. Cloth. $10. Pp. 580. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1954. 


This book is a successful and detailed attempt to “organize 
around a comprehensive and integrated theory of adolescent 
development the vast quantity of research data that has accumu- 
lated over the past fifty years in the field df adolescent psychol- 
ogy.” Its chief fault is its length; some condensation could have 
been achieved without the loss of any of the important ideas in 
which the book abounds. Adolescence is a critical period that is 
in great need of wider understanding. It is described at the outset 
as a stage in personality development. Throughout the book the 
author compares the problems of adolescents in our civilization 
with those in various contemporary but more primitive civiliza- 
tions. These problems are classified as psychobiological and 
psychosocial. In the section on psychobiological problems the 
psychological transition from childhood to adulthood; the 
physiological aspects of pubescence, physical growth, and motor 
development; the psychological accompaniments of bodily 
change; the maturation of personality; parent-child relation- 
ships; and the meaning of emancipation, moral and religious 
development, and intellectual growth and interest patterns are 
discussed. 

The section on psychosocial problems takes up the relationship 
of adolescents to the wider community, the prolongation of 
adolescence in our modern society, social class differences, the 
importance of social relationships, various types of adolescent 
groups, including cliques and gangs and the group-rejected 
adolescent, the importance and varieties of sexual expression in 
adolescent development and adjustment, courting behavior, and 
the need for a new approach to sex education, schooling, and vo- 
cational choice. The author believes that better vocational guid- 
ance would eliminate much of the need for psychotherapy later 
in life and that psychotherapy in young adults that does not 
include vocational counseling is apt to be fruitless. He also 
believes that greater opportunity should be afforded teenagers 
for work experience. The final section deals with behavior dis- 
orders, delinquency (much of which is transitory and therefore 
relatively unimportant), mental hygiene, and counseling. A 
bibliography is appended to each chapter, and the index is 
adequate. This book should find a wide audience among physi- 
cians, educators, and all who deal with adolescents. 


The Development of Medical Bibliography. By Estelle Brodman, As- 
sistant Librarian for Reference Services, Armed Forces Medical Library, 
Washington, D. C. Medical Library Association, publication no. 1. 
Cloth. $5. Pp. 226, with 11 illustrations. Archives Curator, Medical & 
Chirurgical Faculty of State of Maryland, Baltimore 1, 1954. 


Dr. Brodman took under consideration “lists of books or jour- 
nals pertaining to medicine in general but not to any of its sub- 
divisions or specialties.” This material she circumscribed some- 
what further, as she explains. She then selected for discussion 
the most significant lists. These, and others that she did not 
discuss, are registered in an appendix. The result is the first his- 
tory of its kind considerable enough to be useful as a librarian’s 
reference work. It is, nevertheless, brief and readable. The un- 
obtrusive euphony of clear, unadorned sentences leads the 
reader into an account so well knit that collateral biographical 
and historical sketches, or comments on medical journals and 
medical education, lighten and do not confuse the narrative. 
The five chapters of the text are entitled, respectively: The 
Infancy of Medical Bibliography, Development of Bibliographic 
Technique in the Seventeenth Century, Golden Age of Individual 
Bibliographers, Development of Cooperative Bibliography, and 
The Present Situation. 

At the end, the reader is prepared to believe that a bibli- 
ographer born as early as 1630 sustained a nervous breakdown. 
Why not? The history of medical bibliography has been, and is, 
one of gallant failure. “Each time,” writes Dr. Brodman, “medi- 
cal bibliography has reached the point where it seemed to have 
gained mastery over the literature, the literature has grown in 












662 BOOK REVIEWS 


size or changed in form, or otherwise made the previous tech- 
niques of medical bibliography inadequate to the tasks.” She 
does not despair, however, but writes, “. . . medicine must con- 
tinue making its present bibliographic techniques as adequate 
as possible so that it can gain time to do the fundamental re- 
search necessary to determine how medical bibliography must 
be changed to fulfill its mission. . . . But above all, it must have 
the interest of really good thinkers and the cooperation of the 
physicians using the literature.” A less capable scholar and less 
skillful expositor could have written a book several times as 
long with half the effect. Dr. Brodman writes “. . . my erudition 
may well be doubted,” in which respect her uneasiness seems 
entirely unwarranted. 


Affections de la chevelure et du cuir chevelu: Anatomie, physiologie, 
pathologie, hygiéne et thérapeutique. Publié sous la direction de A. 
Desaux. Par A. Boutelier, et al. Cloth. 5.650 francs. Pp. 780, with 298 
illustrations, Masson & Cie, 120 boulevard Saint-Germain, Paris 6e, 1953. 


This is a comprehensive work on diseases of the scalp and 
hair by 14 collaborators. All of the con..ibutors are authorities 
on the subjects assigned to them. The volume has an excellent 
index and voluminous references. The illustrations, many of 
which have been taken from “Nouvelle pratique dermatologi- 
que,” are excellent. On his recent visit to the United States, 
the author expressed his regret that the subscribers to the 
French journals were so few in the United States. It was ex- 
plained to him that a reading knowledge of French and Ger- 
man is no longer required in premedical courses and it is no 
longer necessary for physicians to go to Europe for postgraduate 
training. It is unfortunate that this valuable work will be read 
by so few in this country unless an English translation is written. 
Every conceivable phase of diseases of the scalp and hair has 
been thoroughly explored. The last chapter in the volume, “Psy- 
chopathologie du cuir chevelu” by Verdeaux, describes beliefs 
and superstitions about the hair from prehistoric days to the 
present. This chapter is not only informative, but delightful in 
manner of presentation. 


Neurosurgery of Infancy and Childhood. By Franc D. Ingraham, M.D., 
Associate Professor of Surgery, Harvard Medical School, Boston, and 
Donald D. Matson, M.D., Assistant Professor of Surgery, Harvard Medi- 
cal School. Cloth. $15. Pp. 456, with 381 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, 49 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1954. 


Neurosurgical conditions encountered in infancy and child- 
hoed differ in many respects from those in adults. Not only 
are congenital anomalies more frequently found, but the type 
and location of neoplasms are not similar in the two age groups. 
Moreover, surgery in children poses special problems. Because 
neurosurgeons not associated with a children’s hospital are in- 
frequently called on to treat neurological diseases of the young, 
they rarely have an extensive experience in this field. For these 
reasons, it is gratifying to have a monograph written by two 
surgeons who have contributed much to the subject. The authors 
discuss the diagnosis, treatment, and prognosis of all the com- 
mon neurological conditions of childhood requiring operation, 
such as congenital anomalies, hydrocephalus, trauma, spinal and 
intracranial tumors, infection, cerebrovascular disorders, epi- 
lepsy, and lead encephalopathy. The subject matter is clearly 
and concisely presented. The chapters on congenital anomalies 
and hydrocephalus are particularly good. The discussion of 
intracranial tumors follows orthodox lines, and most neuro- 
surgeons would agree with the conservative viewpoints expressed. 
There are few chapters that are not outstanding. The surgery 
of epilepsy is not dealt with as well as the other topics. Perhaps 
more emphasis might be placed on rehabilitation, since it has 
such great possibilities in children with neurological disorders. 
The generous use of well-chosen and excellently reproduced 
illustrations enhances the value and appearance of the mono- 
graph. The bibliography is adequate and the index satisfactory. 
Although this book is written for the specialist, it should be of 
value to all physicians who require a ready source of reliable 
information. Neurologists and neurosurgeons will find in it the 
answers to many questions that constantly arise. It is recom- 
mended to every pediatrician as a handy reference book on the 
value and limitations of neurosurgery in childhood. 











J.A.M.A., Oct. 9, 1954 


The Surgery of Pulmonary Tuberculosis. By James H. Forsee, AB 
B.S., M.D., Colonel, M.C., U. S. Army; Chief, Surgical Services, Fitz. 
simons Army Hospital, Denver. Cloth. $6.50. Pp. 208, with 70 illustr : 


, ati 
Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1954. 


This book is the first American treatise in 15 years devoted 
exclusively to the surgery of pulmonary tuberculosis. [p the 
foreword, Evarts A. Graham notes: “In the short period since 
the end of World War II there has been practically a revolution 
in our thinking about the performance of direct surgical pro. 
cedures for the purpose of removing the diseased portion of the 
lung.” Though resection and extirpation were not successfy| in 
the 1890's because of the prohibitive high mortality and were 
replaced by the safer collapse operations of the 1920's, they 
have been revived since 1945 and are here to stay until ap 
effective nonsurgical treatment is found. Colonel Forsee has 
presented a full and authoritative text of the surgery of pul. 
monary tuberculosis since the advent of antibiotics and chemo. 
therapy. The book reflects the completely altered treatment of 
the disease and brings to a realization the long-sought goal of 
the effective surgical removal of tuberculous lung tissue. Jts 
three sections deal with principles in application of surgery in 
pulmonary tuberculosis, operative surgical procedures, and ex. 
periences. Complete details of operative techniques, procedures, 
and preoperative and postoperative management are enhanced 
by a discussion of the proper timing of surgical intervention, 
A surgical approach stressing medical aspects and the neces. 
sity of the cooperative efforts of surgery and medicine further 
to improve therapy as well as correlation of pathological find- 
ings of the surgically removed lung tissue are valuable features, 
This attractive volume should appeal to all associated in any 
way with the therapy and management of tuberculous patients, 


A Manual of Tropical Medicine. By Thomas T. Mackie, M.D., Colonel, 
M.C., A.U.S., Chairman, American Foundation for Tropical Medicine, 
New York, George W. Hunter III, Ph.D., Colonel, M.S.C., U.S.A., Chief, 
Section of Parasitology-Entomology, Fourth Army Area Medical Labora- 
tory, Brooke Army Medical Center, Fort Sam Houston, Texas, and 
C. Brooke Worth, M.D., Field Staff Member, Division of Medicine and 
Public Health, Rockefeller Foundation, New York. Second edition. Cloth. 
$12. Pp.. 907, with 304 illustrations. W. B. Saunders Company, 218 W, 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, England, 1954. 


This volume contains many improvements over the first edi- 
tion. It has been expanded through a policy of shifting emphasis 
and adding new chapters or including additional material, espe- 
cially on viruses, trachoma, leprosy, toxoplasmosis, nutritional 
diseases, epidemic hemorrhagic fever, etc. The present revision 
retains the compactness of the first edition with the addition 
of more recent knowledge. It will be especially valuable as an 
addition to the libraries of those interested in tropical diseases, 
an interest stimulated by political unrest and new and expand- 
ing foreign aid and advisory programs. Because of its compact- 
ness the book is especially valuable as a ready reference with- 
out voluminous controversial material. It is probably the best 
available text for this purpose and can be recommended both 
for those going into foreign areas and the physician in the 
United States who, because of the present ease of international 
travel, may be confronted with almost any of the diseases de- 
scribed in this book. 


International Symposium: The Dynamics of Virus and _ Rickettsial 
Infections. Editors: Frank W. Hartman, M.D., Frank L. Horsfall, Jr., 
M.D., and John G. Kidd, M.D. Cloth. $7.50. Pp. 461, with illustrations. 
Blakiston Company (division of Doubleday & Company, Inc.), 575 Madi- 
son Ave., New York 22, 1954. 


In October, 1953, an international symposium on the dynamics 
of virus and rickettsial infections was held in Detroit under the 
auspices of the Henry Ford Hospital. The papers presented by 
33 leading investigators in these fields and the discussions that 
followed are recorded in this book. The topics are discussed 
under five major headings. The first deals with the mechanisms 
of infection and includes papers on biochemical, genetic, and 
physiological approaches to an understanding of the problem. 
The second section deals with ecology and pathogenesis. The 
third is concerned with mechanisms of immunity and includes 
timely discussions on viral vaccines. The fourth section takes 
up new developments in diagnostic procedures. The concluding 
portion discusses approaches to prophylaxis and therapy. Up 
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to the present, such approaches have been empirical, since in- 
formation on the biochemistry of virus multiplication is still 
‘,complete. It is expected that the data now being accumulated 
” the effect of chemical substances on virus-infected tissues 
a on the phenomena of virus interference will lead to a ra- 
tional approach to the problem of therapy. The excellent review 
of current information on virus and rickettsial infections pre- 
ented in this book should be of value not only to workers in 
these specialties but also to physicians. 








Standards and Recommendations for Hospital Care of Newborn Infants, 
full-Term and Premature. American Academy of Pediatrics, Committee 
yn Fetus and Newborn. Paper. Pp. 144, with illustrations. The Academy, 
«10 Church St., Evanston, Ill., 1954. 







The purpose of this book is “to define optimum standards 
for those procedures which will safeguard the physical well- 
being of the newly born infant and foster wholesome and nor- 
mal relationships between him and his environment.” The book 
does that and more. It discusses nearly all contingencies of the 
qursery, defines arbitrary terms, contains facsimilies of recom- 
mended nursery records, and furnishes diagrammatic layouts 
for various sizes of nurseries. Ideal tables for statistical data are 
outlined. 

It is obvious that the teacher and the research worker, as 
well as the clinician, had a hand in the compilation of this book. 
The format is pleasing to the eye. Essential items are printed 
in boldface type. The lack of verbosity is forceful, and the short 
pithy sentences ring with authority. An index is supplied. Gastric 
suction aS a preventive measure for aspiration pneumonitis is 
not mentioned; nor are emergency lighting and electric circuits 
discussed. Fire escapes and extinguishers and provisions for 
procedures during disasters are not mentioned. It is unfortunate 
that the double standard of private and service patients is 
maintained in this book. The resident supervises the babies of 
service patients, while the pediatrician is summoned for the 
private patient. The liaison between the resident and the pedi- 
atrician assigned to service patients is not stressed. The Chicago 
Board of Health insists on equal care of all babies; premature 
babies of service patients as well as of private patients must be 
sen by qualified pediatricians. Despite these few shortcomings, 
this is an important book; it should be of great value to the 
physician, nurse, and hospital administrator. 































Cotton Mather: First Significant Figure in American Medicine. By 
Otho T. Beall, Jr., and Richard H. Shryock. Publications of Institute of 
History of Medicine, first series: monographs, volume V. Reprinted from 
vol. 63 of Proc. Am. Antiquarian Soc. C!oth. $4. Pp. 241, with 2 illus- 
trations. Johns Hopkins Press, Homewood, Baltimore 18; Oxford Univer- 
sity Press, Amen House, Warwick Sq., London, England, E.C.4, 1954. 









Cotton Mather, whom the author calls the first significant 
figure in American medicine, was first drawn to medicine, but 
because of his stammering he turned to theology. In the late 
\7th century, the two disciplines frequently went hand in hand, 
and the requirements for practitioners of either were not rigid. 
He got over his stammering and maintained a great interest 
in medicine throughout his life. He prescribed at times for 
friends and neighbors but never entered into medical practice 
as a major endeavor. Throughout his life he collected medical 
literature, which in those days was meager, and finally under- 
took to write a comprehensive book on medicine. It is note- 
worthy that his theological writings were interspersed with such 
phrases as “palsy of an unsteady mind,” “cancer of envy,” and 
“ympany of pride.” The second half of this book is devoted 
{0 reprinting excerpts from his “The Angel of Bethesda,” a 
curious mixture of theology, classical allusions in Greek and 
Latin, and the medical knowledge of his times. His book con- 
sisted of 66 chapters, or capsula as he called them, and covered 
a wide range of subjects, including dentistry, pharmacology, 
obstetrics, ophthalmology, otology, pediatrics, psychiatry, and 
euthanasia. This work was never published, probably because it 
was addressed simultaneously to physicians and to the public 
at large and thus failed to appeal to either audience. Through- 
out the book sickness is considered, as was current in that day, 
adivine punishment for original sin. Following this belief Mather 
did not approve of treating syphilitics. Perhaps Mather’s chief 
contribution to medicine was in the field of public health. He 
was always interested in medical care for the poor, and he 
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advocated smallpox vaccination at a time when the physicians 
of the country opposed it. Incidentally, he believed smallpox 
to be caused by some form of micro-organism or aminalcule, 
but lacking any palpable proof this belief also went unheeded. 
This book is of interest chiefly as an odd bit of medical history. 


Add Life to Your Years. By Ernst P. Boas, M.D. Cloth. $3.50. Pp. 278. 
Medill McBride Company, 200 E. 37th St., New York 16; McClelland & 
Stewart, Ltd., Toronto, Canada, 1954. 


As a pioneer in the study of chronic illness and as a practic- 
ing cardiologist the author has long been interested in the prob- 
lems of old age. In his “Treatment of the Patient Over Fifty” 
(Chicago, the Year Book Publishers, revised edition, 1944), he 
described for physicians the medical management of disease 
in older patients. In the present volume, he has attempted to 
give the layman “. . . a rational approach to the understanding 
of aging and disease by describing in simple terms the aging 
process and the natural history of disease in older persons.” 
He hopes thereby to promote the intelligent cooperation of 
elderly patients with their physicians, who are handicapped by 
the persistence of outworn pessimistic attitudes. The three intro- 
ductory chapters deal with the aging process, general rules for 
healthful living, and the interpretation of symptoms. The body 
of the book is divided into 12 chapters, each of which deals 
with a disease group or with the disorders of a certain anatomic 
division of the body. The concluding chapters take up euthanasia, 
of which the author disapproves, and social attitudes toward 
aging. Dr. Boas has succeeded in giving the layman a readable, 
straightforward account of old age and its problems. He has a 
real knack for simplifying complicated subjects, as evidenced in 
his remarks on arteriosclerosis and hypertension. Physicians may 
recommend the book to their patients with the assurance that 
the best current medical thinking is presented in understandable 
fashion and that the author’s viewpoints are those of a sensible 
and experienced practitioner. 


Methods in Medical Research. Volume 6. J. Murray Steele, and others, 
editors. Governing board: Irvine H. Page, Chm., et al. Cloth. $7. Pp. 271, 
with illustrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11, 1954. 


Each successive volume of this valuable series contributes 
much to the standardization of methodology in laboratory and 
clinical experimentation. Perhaps the most thought-provoking 
section in the present volume is that on statistics in medical 
research. The authors of this section shed a bold, cold light on 
attempts to create an aura of statistical validity by application 
of statistical tests to data secured from experiments of bad 
design. Emphasis is placed not on more knowledge of statistical 
tests but on a realization of the background for the accumula- 
tion of statistics in any type of medical investigation. Although 
the section on design and construction of metabolism cages 
may be of little interest to the clinical experimenter, it describes 
many ingenious devices for the control and measurement of vari- 
ables in the experimental design. Other sections deal with 
methods in environmental medical research and human genetics. 
The volume deserves a place in the library of all interested in 
clinical and laboratory research. 


Perimetry. By Joshua Zuckerman, B.Sc., M.D., C.M., Fellow of Ameri- 
can Academy of Ophthalmology and Otolaryngology. Cloth. $10. Pp. 391, 
with 156 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; British agent—Sir Isaac 
Pitman & Sons, Ltd., 39 Parker St., London, W.C.2, England, 1954. 


The author has produced a modern, unusual, practical, and 
comprehensive work. By arranging his book into three main 
sections, he methodically and gradually inculcates and crystalizes 
the concepts of perimetry. Some of the sections are repetitious, 
but justifiably so, because they enable the student to long re- 
member the basic and fundamental facts presented. The schemat- 
ic presentation depicting the general and precise sites of lesions, 
the visual pathway, and the corresponding field defects and their 
descriptions provides an excellent review for the reader. The 
author points out the pitfalls that the examiner should avoid in 
the examination of the field of vision and his interpretation of 
field defects. No student of ophthalmology, resident, faculty 
member, or clinician can consider his library complete without 
this book. 











664 BOOK REVIEWS 


Physiologie des Gehérs. Yon Dr. Otto F. Ranke, 0.6. Professor der 
Physiologie der Universitat Erlangen. Physiologie der Stimme und Sprache. 
Von Dr. Hans Lullies, o. Professor der Physiologie der Universitat des 
Saarlandes, Saarbriicken. Lehrbuch der Physiclogie in z1 hangenden 
Einzeldarstellungen. Unter Mitarbeit eine. Reihe von Fachminnern. 
Herausgegeben von Wilhelm Trendelenburg und Erich Schiitz. Cloth. 39.60 
marks. Pp. 302, with 210 illustrations. Springer-Verlag, Reichpietschufer 
20, (1) Berlin W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidel- 
berg; Gottingen, 1953. 





This monograph, one of a series constituting a textbook of 
physiology, describes the physiology of hearing, voice, and 
speech. The physical, anatomic, and functional bases underlying 
voice, speech, and hearing are discussed in detail, not only from 
the standpoint of the human being but also with reference to com- 
parative physiology, if this has a bearing on the subject. Al- 
though little of immediate clinical interest is included, the book 
can serve as an excellent text for the physiologist and should 
prove of interest to the otolaryngologist interested in the basic 
physiological principles relating to his specialty. The illustrations 
are well chosen, the bibliography is extensive, and the typog- 
raphy is excellent. The style of both authors is lucid. 


Dynamics of Growth Processes. By L. M. Kozloff and others. Edited 
by Edgar J. Boell. Symposium of Society for Study of Development and 
Growth. Cloth. $7.50. Pp. 304, with illustrations. Princeton University 
Press, Princeton, N. J.; Oxford University Press, Amen House, Warwick 
Sq., London, E.C.4, 1954. 


The 13 articles in this volume originally were presented at 
the 11th Growth Symposium at Williams College in June, 1952. 
In the past, papers delivered at these symposiums were pub- 
lished as supplements to the journal Growth. Three of the articles 
are concerned with growth in higher plants. The rest range from 
reproduction of viruses through growth of population. Phy- 
sicians probably will be most interested in the articles on the 
aspects of growth in higher animals: Gaunt’s article on chemical 
control of growth in animals; Greulich’s on the relationship 
between skeletal status and physical growth and development 
in children; and Dickerson’s on hereditary mechanisms in animal 
growth. Sholl’s paper on regularities in growth curves gives a 
simple explanation of the uses of statistical methods in the 
study of growth. There are extensive bibliographies at the end 
of each paper, but the references necessarily are limited to 
articles published prior to the middle of 1952. There is an ex- 
tensive author index and an adequate subject index. The graphs 
and diagrams are clear, and the printing and binding are good. 


The Technique of Psychotherapy. By Lewis R. Wolberg, M.D., Director, 
Postgraduate Center for Psychotherapy, New York Medical College, New 
York. Cloth. $14.75. Pp. 869. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1954. 


This is a unique and valuable book on psychotherapeutic tech- 
nique written by the author of “Medical Hypnosis” and “Hypno- 
analysis.” According to the preface, it is based on transcribed 
recordings of hundreds of treatment sessions conducted by many 
therapists and on the observation of students in psychoanalytic 
training. It describes the therapeutic methods used and results 
obtained by a large group of psychiatrists, caseworkers, and 
clinical psychologists. The author’s seminars in psychotherapy 
form the basis of the book. This book will be useful to students 
of psychiatry and to practicing psychotherapists and is intended 
to enhance the constructive use of the self in the therapeutic 
situation. It presents a combination of methods from the fields 
of psychoanalysis, psychobiology, psychiatric interviewing, case- 
work, and psychological counseling. There is much verbatim 
material from actual interviews. ‘n addition to discursive text. 
In this respect, it is different from the usual descriptive textbook 
and so seems to be a reai contribution. 


Electrocardiography. By E. Grey Dimond, M.D., Professor and Chair- 
man, Department of Medicine, University of Kansas Medical Center, 
Kansas City. Cloth. $14. Pp. 261, with 272 illustrations. C. V. Mosby 
Co., 3207 Washington Blvd., St. Louis 3, 1954. 


This book is an outgrowth of a course of lectures on electro- 
cardiography given by the author, first at the School of Medical 
Aviation, Randolph Field, Texas, and later at the University of 
Kansas Medical Center, Kansas City, Kan. The subject is pre- 
sented clearly. Only a few pertinent references are given. Many 
illustrations and diagrams are used. Since the approach is clinical, 
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the author discusses only the direct-writing machines as the m 
practical type for the practitioner. The basic physical princi *s 
of electrocardiography are described briefly with the re 
numerous diagrams. Most of the book is concerned with the 
clinical application of electrocardiography. The subject Matter 
covered includes arrhythmias, myocardial disease, hypertrophy 
electrolyte disturbances, and congenital heart disease. Typical 
electrocardiograms accompany the text. A unique departure 
from ordinary textbooks is chapter 18, entitled “Authority Vs 
Authority.” In this chapter, authorities from various medical 
centers throughout the country answer the question, “Wha; are 
the electrocardiographic evidences of left ventricular hyper. 
trophy?” The widely divergent views expressed indicate the un- 
settled state of present knowledge of some phases of electro. 
cardiography. This textbook is recommended for the beginner in 
electrocardiography whether he is a medical student or a prac. 
ticing physician. 


Cancer of the Lung (Endemiology): A Symposium. Edited by D; Johs 
Clemmesen. Reprinted from Acta Unionis internationalis contra cancrum 
Prof. J. H. Maisin, editor. Cloth. $6; 42/-; 2000 francs. Pp. 210, wit, 
illustrations. Council for International Organizations of Medica] Sciences 
Paris, 1953. g 


This symposium was held at the Institut du Cancer, Louvain, 
Belgium, in July, 1952. Three short introductory statements are 
followed by 16 discussions by various investigators on various 
aspects of the endemiology of cancer of the lung; each discussion 
has a brief summary. Among these are etiological implications 
of the geographical distribution of lung cancer; occupational 
factors; smoking and tobacco in carcinoma of the lung: cancer 
of the lung in man and lower animals; and statistical data on 
lung carcinoma in Austria, the United States, Belgium, France. 
the Netherlands, Norway, and Denmark. Those interested in the 
endemiology of cancer of the lung will find significant informa- 
tion in this book. 


The Painful Phantom: Psychology, Physiology and Treatment. By Law- 
rence C. Kolb, M.D., Section of Psychiatry, Mayo Clinic, Rochester. 
Minn. Publication number 235, American Lecture Series, monograph in 
American Lectures in Neurology, edited by Charles D. Aring, M.D. Paper 
$1.50. Pp. 50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave. 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St. 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1954, 


This monograph includes material from two divergent sources, 
namely patients who have had prefrontal lobotomies and pa- 
tients who have had amputations. It is pointed out that those 
who have undergone prefrontal lobotomies seem to be indif- 
ferent to pain, but, nevertheless, retain the ability to perceive 
painful stimuli. When lobotomy has been performed for a pain- 
ful organic condition such as cancer, the patient perceives pain 
in the diseased region when he is disturbed emotionally. It is 
suggested that the information derived from patients who have 
undergone prefrontal Jobotomy for painful conditions substanti- 
ates the observations of Freud, that a complaint of pain may 
represent a symbolization. Not only the psychological implica- 
tions of the painful phantom are discussed, but the physiology 
and treatment are presented also. Anyone interested in the pain- 
ful phantom would do well to read this book. 


Nurse and Patient: An Ethical Consideration of Human Relations. By 
Evelyn C. Pearce, S.R.N., R.F.N., S.C.M. Foreword by The Rt. Hon. 
The Lord Webb-Johnson, G.C.V.O., C.B.E., D.S.O. Cloth. $3. Pp. 182 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 2083 Guy 
St., Montreal, Canada; British agent—Sir Isaac Pitman & Sons, Ltd., 39 
Parker St., London, W.C.2, England, 1954. 


The author of this book is one of the world’s foremost edv- 
cators in medical nursing. The book is clearly written and con- 
cise and holds the reader’s interest. The human relationship 
between patients and professional helpers is emphasized, and 
nursing is portrayed as both an art and a science. The author 
points out the arduous training required of those who take up 
nursing and stresses the sympathetic attitude necessary in those 
who care for the ill. She includes in this group not only the nurse, 
but the physician, the hospital administrator, and others. The 
book discusses the importance of proper consideration for the 
patient’s family and friends. It should be read by all nurses and 
physicians. 
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ve médico-chirurgicale. Publiée sous la direction de A. Lemierre, 
; honoraire & la Faculté de médecine de Paris, H. Mondor, 
de clinique chirurgicale 4 la Faculté de médecine de Paris, 

Ravina, médecin de l’H6p. Beaujon et J. Patel, professeur agrégé a 
ye aculté de médecine de Paris. Secrétaire général: A. Plichet. Tome I: 

gol-Azotique. Tome II: Babeurre-Constitutions psychopathiques. Tome 
_ ‘Constriction-Enophtalmie. Tome IV: Entérectomie-Héroinomanie. 
i y: Herpes-Mérycisme. Tome VI: Mesentére-Panophtalmie. Tome 
_ pansements-Radiodiagnostic. Tome VIII: Radioéléments-Synovec- 
‘e Tome IX: Synovites-Zona. Tome X: Médecine légale sociale; 
oat du travail. Fourth edition. Half-cloth, 68,000 francs per com- 
—— Pp. 1077, with 221 illustrations; 927, with 271 illustrations; 
= with 305 illustrations; 1097 with 364 illustrations; 976, with 324 
diene 1009, with 332 illustrations; 1064, with 316 illustrations; 1067, 
js illustrations; 1052, with 323 illustrations; 1928 with 86 illustra- 
a “Masson & Cie, 120 boulevard Saint-Germain, Paris 6°, France, 1953. 
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vi) 
tions. 
The French “Pratique médico-chirurgicale,” now appearing 
in this entirely revised and rewritten edition, consists of 10 
yell-printed and well-bound volumes. Its authors state that this 
Pratique is not a dictionary, an encyclopedia, or a collection 
of textbooks but a complete review, in the broad sense, of 
French thoughts on internal medicine and surgery and of the 
quthors’ specialties. The authors insist that they have main- 
wined the traditional concept of unity of medicine throughout 
the work. The editors have purposely selected, often under the 
ame title, an alphabetically classified wealth of material essen- 
‘jal to the general practitioner, surgeon, and specialist. It is 
got possible to cover all of the volumes in this review. 
Volume 1 deals with the problems of inflammation, abscesses, 
snd nonsyphilitic and tuberculous infections and their varying 
ications. There is an excellent presentation of the infections 
of the subdiaphragmatic space. The clinical development of 
hese infections and the forms that they take are extensively 
described. There are discussions on contusions and wounds of 
the abdomen; World War II experiences in abdominal trauma; 
gormal parturition and induced parturition in relation to preg- 
mncy, abortion, an¢ the pathology of the newborn; acidosis 
and alkalosis and their close association to diabetes mellitus and 
argery; diet and nutrition, including the caloric content of 
diferent dietary components and the nutrition of the newborn 
and the child; amputations and their indications and contra- 
indications; and limbs and their segments, the tongue, and the 
breast, with many practical details on anesthesia, postoperative 
care, etc. Other chapters in this volume contain information 
on analgesic medication and anesthesia, both local and general, 
including the recent additions to knowledge in this field and 
the physiology of anesthesia; combined anesthesia with modern 
apparatus, in which considerabie credit is given to the English- 
speaking countries; different types of aneurysms, angiography, 
ad angiocardiography; types of anemia, described clinically 
and anatomically; hemograms; cardiac diseases, asystole, con- 
genital malformations, diseases of the vessels; abdominal arte- 
riography and the latest developments in arterial and cardiac 
surgery; and arthropathies and fractures and their treatment. 
There is a short review on the pathology of aviation medicine. 
Volumes 2 and 4 include extensive discussions on the 
pathology of the liver and of the biliary tract. The technique 
of biliary manometry and cholangiography as developed by 
Mallet-Guy, the limits of this technique, and the causes of 
tor are also discussed. The pathology of the colon and of the 
cecum are two of the most important chapters in volume 2, 
and the discussion is amply supported by many roentgenograms. 
There are discussions on surgery of the heart and primary 
vessels; American contributions and other recent additions to 
inowledge in this specialized field; and present indications and 
contraindications, preparation, and different techniques for such 
operations, including systematic illustrations. Volume 3 pre- 
ents a thorough discussion of the study of foreign bodies in 
limbs and large viscera. Important chapters are given to the 
discussion of injuries of the skull and brain and of encephalitis. 
The various techniques used in the diagnosis of cerebral lesions, 
Such as electroencephalography, encephalography, and ven- 
Inculography, are outlined as components of a neurological 
‘amination. The relationship of the ophthalmologist and oto- 
laryngologist to the examination is discussed. There are chap- 
lets devoted to the pathology of the duodenum; Meckel’s 
diverticulum; growth of the child; endocarditis, eczema, and 
other types of dermatitis; and the entire subject of diabetes 
mellitus and various other disturbances of the glands of internal 
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secretion. Volume 4 contains discussions on the pathology of 
the gastrointestinal tract in relation to the multiple surgical 
problems of this tract; surgery of the small intestine and 
stomach in relation to certain classical surgical procedures; 
the problem of pregnancy, its diagnosis, course, abnormalities, 
and complications; and the pathology of different types of 
goiters in relation to symptoms, treatment, and pathology. 

In compiling these 10 volumes, the authors have shown a 
deep understanding of the unity of medicine and surgery and 
the broad medical concepts now existing in France. 


Handbuch der inneren Medizin. Begriindet von L. Mohr und R. 
Staehelin. Herausgegeben von G. v. Bergmann, W. Frey und H. Schwiegk. 
Band 6. Teil 1: Konstitution, allergische Krankheiten, Krankheiten der 
Knochen, Gelenke und Muskeln. Bearbeitet von F. Curtius et al. Teil 2: 
Krankheiten aus 4usseren physikalischen Ursachen, Ernahrungskrankheiten, 
Vitamine und Vitaminkrankheiten. Bearbeitet von W. H. Adolph et al. 
Fourth edition. Cloth. 165 marks; 160 marks. Pp. 1042, with 466 illustra- 
tions; 1026, with 77 illustrations. Springer-Verlag, Reichpietschufer 20, 
(1) Berlin W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
GOttingen, Germany, 1954. 


This sixth volume of the rehabilitated Mohr and Staehelin 
system of medicine is already in its fourth edition. Part 1 covers 
constitution, allergy, and diseases of the locomotor system. The 
section on constitution, by Prof. F. Curtius, consists of an intro- 
duction; a brief historical review; a classification and discussion 
of different constitutions—their relation to race, heredity, en- 
vironment, and other factors—and a summary. The section also 
includes an extensive discussion of the morphology and physiol- 
ogy of the different constitutional types and their bearing on 
disposition to disease, and an equally complete discussion of 
the methods of investigation, diagnosis, and treatment of con- 
stitutional maladies. This part of the work is profusely illus- 
trated. The section on allergy, by Prof. Hugo Hammerer, consists 
of an introduction covering the etiology of the condition, the 
allergic diathesis, and the principles of diagnosis and treatment. 
This is followed by specific descriptions of allergic phenomena 
as they are manifested in the various organs and tissues and by 
a discussion of their relation to such diseases as gout and rheu- 
matism. The section on diseases of the locomotor system, by 
Prof. R. Schoen and Prof. W. Tischendorf, opens with a dis- 
cussion of the anatomic and physiological aspects of skeletal 
and muscular diseases. It also contains sections on hereditary 
and developmental influences and the diseases and deformities 
produced by them; the relationship of various locomotor diseases 
to changes in the body chemistry; hormonal and neurological 
factors; neoplasms and trauma; and rheumatic and rheumatoid 
diseases. This section is illustrated with excellent reproductions 
of roentgenograms. 

In the first section of part 2, Prof. F. Grosse-Brockhoff dis- 
cusses underlying principles of conditions caused by external 
heat, particularly the effect of high temperatures on the circu- 
lation, and the clinical features of heat cramp, sunstroke, heat 
exhaustion, local burns, and hypersensitivity to heat. The same 
author discusses the varied effects of different degrees and dura- 
tions of generalized chilling on metabolism, respiration, and 
circulation. There are subsections on the treatment of the con- 
ditions described, on the local effects of cold, and on acclimati- 
zation to heat and cold. A section on electrical injuries follows, 
then discussions of the effect of physical shocks and vibrations 
and of exposure to explosions, excessive noise, and kinetic forces. 
Subsections on the treatment of these traumas follow. Prof. 
Gerhard Schubert discusses the damage caused by various forms 
of radiation, including x-rays and radioactive substances, on 
the various organs and tissues of adults and of embryos in uteri. 
The section ends with descriptions by Dr. A. von Muralt of 
the bodily damage produced by changes in air pressure and by 
lack of oxygen—mountain sickness, air sickness, the bends. The 
section on nutritional diseases is contributed by Prof. Hans 
Glatzel. A discussion of general nutritional principles is fol- 
lowed by sections on hunger, thirst, undereating, and overeating, 
with specific consideration of the various chemical elements con- 
cerned in obesity and emaciation. There are descriptions of the 
symptoms produced by varied excesses and deficiencies in diet. 
There are also subsections on therapy; the role of coffee, tea, 
cocoa, and alcoholic drinks in nutrition; and artificial feeding. 
In the section on vitamins and avitaminoses, Prof. Hans 
Sellweger and Dr. ‘William H. Adolph discuss each of the com- 
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mon vitamins, its chemistry and physiology, and the clinical 
manifestations in various organs and tissues produced by its 
deficiency or lack. Several vitamins whose role in human nutri- 
tion is still in doubt are briefly described. 

The illustrations—photographic, schematic, or in color—are 
all first class. Each main section is followed by an extensive 
international bibliography, and the authors cited are listed in 
an index of names at the end of volume 2. The subject index 
covers 80 pages. The text is written in clear, uninvolved Ger- 
man, and there are no obvious gaps or errors in the discussions. 
The work is a storehouse of well-organized information. 


Acute Pulmonary Edema. By Mark D. Altschule, M.D., Assistant 
Professor of Medicine, Harvard Medical School, Boston. Modern medical 
monographs 10. Cloth. $3.50. Pp. 68. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1954. 


This well-written monograph concisely presents the available 
facts about a condition that is poorly understood. The subject 
is covered under the headings clinical manifestations, basic 
physiological considerations, pathological physiology, and treat- 
ment. Separate subsections, autonomous themselves, treat vari- 
ous phases of the problem, such as shock, pulmonary fluid, and 
dynamics. The monograph contains one table and a bibliog- 
raphy consisting largely of references to animal experiments; 
there are no illustrations. In discussing the pathological physiol- 
ogy of pulmonary edema, the author offers an extremely de- 
tailed critique of previously held theories. He then reviews the 
known facts and clearly indicates that no single valid theory for 
the origin of pulmonary edema can be formulated at present. 
In the very complete section on treatment, theoretical concepts 
are seasoned with the author’s practical experience, making this 
a useful and practical guide. There are errors, there are opinions 
no longer accepted or not backed with sufficient data to be con- 
vincing, and there are inconsistencies; however, the monograph 
is a thought-provoking work of interest to every serious student 
of medicine. Pulmonary edema is common to all branches of 
medicine. Any attempt to clarify the problem and furnish ma- 
terial for more successful treatment should be received with keen 
interest by all. 


The Pharmacologic Principles of Medical Practice: A Textbook on 
Pharmacology and Therapeutics for Medical Students, Physicians, and the 
Members of the Professions Allied to Medicine. By John C. Krantz, Jr., 
Professor of Pharmacology, School of Medicine, University of Maryland, 
Baltimore, and C. Jelleff Carr, Professor of Pharmacology, School of 
Medicine, University of Maryland. Third edition. Cloth. $12. Pp. 1183, 
with 89 illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1954. 


The latest edition of this book maintains the high standards 
set by the first two editions. Owing to the rapidity with which 
the pharmacological world undergoes change, several altera- 
tions have been introduced in this edition, among them being 
expansion of the chapters on antibiotics, tuberculosis, arthri- 
tides, and hypertension. Although the chapters on rickettsial 
diseases and the origin of new drugs have been deleted, the 
essentials of these chapters have been condensed and included 
elsewhere in the text. A new chapter on therapeutic aids has 
been included, while the chapter on the treatment of syphilis 
has been reduced. Many new illustrations, tables, and refer- 
ences have been added. As a textbook for those to whom it 
has been addressed, it is eminently informative, readable, and 
up-to-date. 


Die Lung kti Anatomie, Indikationen, Technik. Von Dr. Med. 
R. Zenker, o. 6 Professor, Direktor der chirurgischen Universitiatsklinik 
Marburg/Lahn, Dr. Med. G. Heberer, Privatdozent und Oberarzt, und Dr. 
Med. H. H. Lohr. Cloth. 168 marks. Pp. 370, with 186 illustrations. 
Springer-Verlag, Reichpietschufer 20 (1) Berlin W. 35 (West-Berlin); 
Neuenheimer Landstrasse 24, Heidelberg Géttingen, Germany, 1954. 





This is one of the most complete monographs on the sub- 
ject of lung resection that has been published. It is beautifully 
done in every respect. The bibliography is excellent and com- 
plete. The illustrations, as is typical of most German publi- 
cations, are superb. The extensive use of color photography 
adds greatly to the value of the book. Bronchos:opic views of 
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the various bronchial openings superimposed on the bronchial 
tree are shown in the detailed section on anatomy. Not a 
the most frequent findings in the lung are described but - 
the anomalies and their relative frequency. A good historical 
review of lung resection is given, and the various types of es 
resection and their indications are described in detail. An ex. 
cellent chapter concerning the position of the patient for lune 
operations and the types of anesthesia to be employed Pe 
various procedures is included. Details concerning the tech. 
nique of the various types of excisions are given, and great 
emphasis is placed on the preoperative and Postoperative care 
of patients undergoing lung resection as well as a considera. 
tion of the complications that may occur. The Monograph js 
so complete that anyone interested in diseases of the pulmonan 
system, particularly from an anatomic, pathological, ang sur. 
gical standpoint, should not be without it. 







Resection-Reconstruction of the Hip: Arthroplasty with an Acrylic 
Prosthesis. By Jean Judet, Robert Judet, Jean Lagrange and Jean Dunoyer 
Edited by K. I. Nissen. [Original edition in French published by LE. 
pansion scientifique francaise, Paris 6e, 1952.] Cloth. $7. Pp. 151. with 
101 illustrations. Williams & Wilkins Company, Mount Royal and Gui 
ford Aves., Baltimore 2; E. & S. Livingston, Ltd., 16 and 17 Teviot p, 
Edinburgh 1, Scotland, 1954. 


This monograph is an excellent summary of the work op 
resection-reconstruction of the hip as pioneered and popularized 
by Drs. Jean and Robert Judet. The authors explain the reasop 
for their calling this operative procedure “resection-reconstruc. 
tion” whereas in the U. S. the procedure has become more popu- 
larly known as the replacement prosthesis operation. In the 
eight years this operation has been used, the authors have only 
recently changed the angle in their replacement prosthesis, This 
new type of prosthesis is more anatomically correct than their 
original one and should eliminate some of the criticisms that 
have been leveled at their original prosthesis. The authors are 
to be commended particularly on their method of grading as 
shown in their easily read and easily understood tabulation, 
This method of grading can be universally applied to all hip 
joint diseases and is particularly valuable in that it lends itself 
to a very good preoperative and postoperative examination of 
the patient. The figures must be kept in mind, but once an 
examiner has familiarized himself with this method of grading 
it is easy to apply it. The photographs and reproduction of 
roentgenograms throughout the book are excellent, and the ex- 
planations that accompany them are clear. The authors’ method 
of dealing with each etiological factor helps to show the value 
of their procedure in relation to a specific cause of disability. 
The authors are not afraid to discuss their poor as well as their 
good results, and it is often from the poor results that lessons 
are learned. 

In pioneering such a work, the authors have deliberately used 
this Operative procedure on many different types of hip joint 
diseases, and, as they conclude, their best results are obtained 
in patients with traumatic arthritis of the hip joint, with their 
next best in old, ununited fractures of the neck of the femur 
Although they obtain a good percentage of improvement in 
osteoarthritis and fresh fractures, the poorest results are seen 
in attempts to relieve the disability of dislocation of the hip, 
whether acquired or congenital. This would seem to be a natural 
observation, inasmuch as other attempts to relieve the disa- 
bility of dislocated hips have never been very successful. The 
authors continue to use an acrylic prosthesis, and apparently 
this stands up very well in their experience, but there is some 
doubt in the United States as to whether an acrylic or a metallic 
prosthesis will ultimately prove best. The method of insertion 
of the prosthesis and the pressure points that the prosthesis 
exerts on bone leave a question as to the mechanical efficiency 
of such a prosthesis; however, the good results cited in this 
book should be not a deterrent but rather a stimulant to further 
work on such a replacement prosthesis. The gathering of a large 
series of statistics may show both the value and also the dis- 
advantages of such a procedure as well as ultimately determine 
the best type of material to be used. The authors are to be 
commended for their early work in this field, which certainly 
has given a great deal of impetus to reconstructive hip surgery. 
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UT 

nage Epiror:—Please discuss the etiology, treatment, and 
prevention of gout. Two attacks involving my left first meta- 
tarsophalangeal joint within three months have me worried. 
The effect of colchicine on my sigmoid has been worse than 


M.D., Pennsylvania. 









the disease. 







ANSWER.—Gout is a disease of unknown cause. It is char- 
acterized by various manifestations, such as attacks of acute 
arthritis with complete remission after the early attacks, com- 
monly chronic arthritis after repeated attacks of acute arthritis, 
hyperuricemia, subcutaneous tophi, uric acid renal calculi, 
nephritis, and a tendency to degenerative vascular disease. In- 
dividual patients may have only one or a few of these com- 
plications at any One time. Gout is not just the arthritis of gout 
hut a more generalized disease. The condition is considered a 
disturbance of purine metabolism, but mainly it is concerned 
with faulty disposition of urates. Disturbances of uric acid are 
now considered results, rather than causes, of the disease. Re- 
cently, disturbances of the interrelated pituitary and adrenals 
resulting in secretion of corticosterone compounds, especially 
cortisone, have been considered as causing gout. This concep- 
tion has little evidence to support it as yet. About 95% of pa- 
tients who have typical gout are males. Improper diet may 
precipitate some attacks of acute gouty arthritis, but such diet 
does not necessarily cause the disease. 

The specific histological features of gout consist of deposits 
of urates in and around the affected joints and, at times, in the 
kidneys. Osseous tophi, in the form of erosions in the margins 
of bones, appear consequent to replacement of bone by urates. 
Acute attacks, formation of tophi and hyperuricemia are not 
consistently related. Invasion of the cartilage with synovial 
pannus may lead finally to fibrous or bony ankylosis. The bursae 
become swollen, their walls thicken, and their sacs contain 
sodium urate. The metatarsophalangeal joint of the great toe 
is involved in about 70% of the initial attacks. Hyperuricemia 
usually is present, but in the early stages of the disease hyper- 
uricemia often is absent. Distal joints, such as those of the feet, 
ankles, hands, and wrists, are more vulnerable than are the knees, 
elbows, shoulders, and hips. Degenerative vascular lesions may 
appear as complications in gout and may lead to renal, coro- 
nary, or cerebral disturbances. Intracardiac tophi have been re- 
ported, but they are rare. The recognition of gout is the most 
important point in its treatment. The current program of treat- 
ment usually consists of measures to be used between attacks 
and measures to be used during attacks. 

Between attacks a uricosuric agent, such as 1 gm. of acetyl- 
salicylic acid, is given three times a day for three to five con- 
secutive days a week and for several weeks. To this is added 
sufficient soda to alkalize the urine on days when the acetyl- 
salicylic acid is used; usually 4 gm. of sodium bicarbonate is 
given three times a day for this purpose. One to two grams of 
probenecid (Benemid) daily can be used in place of interrupted 
administration of salicylates. When probenecid is used soda is 
given at least five days a week. The diet should be low in purines. 
Conditions that might precipitate attacks should be avoided, such 
as trauma to joints and drinking of alcohol in some cases. 

During attacks 1.3 mg. of colchicine is given initially. Then 
0.65 mg. is given every two hours until diarrhea occurs, or, if 
the dose that will cause diarrhea has been established by ex- 
perience, it is well to stop the giving of colchicine one tablet 
short of the diarrheal dose. In addition, a uricosuric agent and 
soda are administered; the patient is put at rest in bed. A purine- 
free diet is prescribed and hot or cold packs are kept around 
the joints continuously until the pain subsides. 









































































The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
fame and address, but these will be omitted on request, 
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The effect on the sigmoid, complained of by the physician 
who wrote the inquiry, presumably was excessive diarrhea. This 
may have been caused by taking colchicine too rapidly; many 
patients who take 0.65 mg. of colchicine every hour instead of 
every two hours get excessive diarrhea. Possibly the inquiring 
physician did not stop taking colchicine at the first sign of a 
gastrointestinal effect. 


C-REACTIVE PROTEIN AS A TEST 


FOR INFLAMMATION 
To THE Epitor:—What is the status of the use of C-reactive 
protein as a test for inflammation? 
Sidney A. Cohen, M.D., Council Bluffs, lowa. 


ANSWER.—This test has been shown to be a sensitive indicator 
of the presence of an inflammatory process in the body. C-re- 
active protein (C.R.P.) can be readily demonstrated by means 
of a delicate precipitin reaction in the serum in the presence 
of an inflammatory condition. The test is not specifically diag- 
nostic per se for any particular disease but has found its chief 
usefulness for the following purposes: 1. Determination of the 
C-reactive protein serves as a useful measure of the extent of 
the disease process in rheumatic fever and as a guide to therapy. 
It must be emphasized that this reaction is entirely unrelated 
to the antistreptolysin O titer, which is a specific response to 
group A hemolytic streptococcus infectic ns. It is recommended 
that both determinations be done simultaneously in this condi- 
tion until normal levels are reached. 2. Measuring the presence 
of and the approximate severity of an inflammatory condition. 
The test parallels to some extent the sedimentation rate, but it is 
considerably more delicate and not subject to as much “normal 
variation.” 3. Following up the course of a disease process and 
measuring the therapeutic adequacy of corticotropin (ACTH) 
or cortisone, antibiotics, salicylates, or other agents. It has been 
shown to be of considerable value in determining when such 
therapy can be safely terminated. 4, Other diseases in which 
C-reactive protein determinations may have value are: subacute 
bacterial endocarditis, viral hepatitis, pneumococcus pneumonia, 
and a wide variety of other conditions. Studies are in progress 
concerning the relationship of the level of C-reactive protein 
in the blood in myocardial infarction, certain types of cancer, 
and other diseases. 

Directions—Approximately 2 cc. of fresh, unhemolyzed 
clotted blood is required. Because of the profound effect of 
specific therapy on this test, it is suggested that, if possible, 
specimens be drawn before treatment is started and at specific 
intervals thereafter, since, as in most other serologic tests, the 
pattern is more significant than any one determination. Reports 
are expressed in terms of plus, the maximum precipitate being 


4+. 


DIAGNOSIS OF ARTERIOSCLEROSIS 


To THE Epitor:—What clinical and laboratory tests will estab- 
lish a diagnosis of arteriosclerosis or atherosclerosis? What 
tests are considered valid in testing an edible or injectable 
product to ascertain whether or not it has beneficial influ- 
ence on the arteriosclerotic process in men? 

Morvyth McQueen-Williams, M.D., Englewood, N. J. 


ANSWER.—The diagnosis of atherosclerosis cannot be estab- 
lished by any of the various laboratory tests available, if one 
excludes the demonstration of calcified atheromatous plaques 
by x-ray studies. All laboratory tests (total cholesterol; total 
cholesterol-phosphorus ratio; lipoprotein ultracentrifugal pat- 
tern; bound and unbound cholesterol; cholesterol solubility; 
albumin-alpha-protein-beta protein ratio; chylomicron-lipomi- 
cron-nephelographic curve) measuring absolute or relative values 
of various plasma components give direct or indirect informa- 
tion on different aspects of the colloidal plasmatic equilibrium, 
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i. e., the dispersion and stability of micellar cholesterol or lipo- 
protein aggregates. Their practical clinical significance is limited 
by the fact that they determine the relative tendency of a per- 
son toward atherosclerosis within a group of similarly reacting 
persons, rather than the actual existence of atherosclerosis. Some 
of these tests exhibit moreover inconsistencies or poor correla- 
tions in connection with sex, age, and associated diseases (hyper- 
tension, xanthomatosis, eunuchoidism). These shortcomings are 
attributable to the fact that atherosclerosis is the anatomic 
vascular reaction product common to colloidal plasmatic dis- 
turbances of various types that are elicited by a variety of dif- 
ferent primary organic or metabolic diseases. The most generally 
recognized diseases among them are characterized by their asso- 
ciation with hypercholesterolemia (diabetes mellitus, hypo- 
thyroidism, biliary obstruction, hyperadrenocorticism, essential 
xanthomatosis, lipoid nephrosis, and overnutrition). Because 
of the variable etiological background of atherosclerosis all 
therapeutic attempts made with edible and injectable agents 
(dietary restriction of calories, neutral fats and cholesterol, 
combined with abundant protein intake; plant sterols for the 
prevention of intestinal absorption of cholesterol; lipotropic 
factors, such as choline, lecithin, inositol, and pyridoxine; 
iodides; thyroid preparations; estrogens; heparin and heparin- 
like substances) have given similarly irregular therapeutic re- 
sults as determined by the short-range and long-range effects 
on the outcome of the various plasma tests mentioned. The 
proper adjustment of the dietary caloric and lipid intake may 
be considered a requisite essential for the proper testing of the 
efficacy of any of the agents listed by laboratory procedures, 
of which the first three methods recorded above are the most 
commonly used and most reliable ones. 


LYMPHEDEMA 

To THE Epitor:—A 22-year-old white woman has tremendous 
edema of both lower extremities up to the knees that resembles 
elephantiasis. There is marked induration, but no pitting and 
no ulceration or other gross skin changes. This condition 
started insidiously 10 years ago with swelling in the right 
ankle, apparently spontaneously without any illness whatso- 
ever. The patient has always lived on the eastern Canadian 
seaboard. She has had no illnesses, and her family history is 
completely negative. She is otherwise in perfect physical 
health and has no pain or other complaints relative to her 
lower extremities but would like to know whether improve- 
ment is possible, mostly for cosmetic reasons. 1 delivered her 
of a normal infant without any complications over a year ago. 


E. G. Wermuth, M.D., London, Canada. 


ANSWER.—The condition described seems to be that of idio- 
pathic lymphedema (lymphedema praecox), which has been 
described (Ailen, Barker, and Hines: Peripheral Vascular Dis- 
eases, Philadelphia, W. B. Saunders Company, 1946. Allen: 
Arch. Int. Med. 54:606-624 [Oct.] 1934). It appears that the 
enlargement of the limbs at present is owing to both the ac- 
cumulation of lymph in the extremities and fibrosis, which ordi- 
narily is associated with this condition. In the early stages of 
this condition progressive enlargement can be prevented by 
adequate bandaging, but at the stage of the condition that the 
patient apparently has some plastic type of procedure may be 
performed to remove the hypertrophied tissue. Such an operative 
procedure is ordinarily followed by adequate bandaging. 


FIBROSIS OF BLADDER NECK 
To THE Epiror:—Kindly give an opinion on operations for 
fibrosis of the bladder neck with the Thompson resectoscope 


method and the method with the hot snare. 
M.D., lowa. 


ANSWER.——Neither of the methods has any particular ad- 
vantage over the other in transurethral resection for fibrosis of 
the bladder neck. The results with either method depend on the 
skill and the experience of the operator. The important con- 
sideration about the operation is the complete removal of any 
obstructing tissue. It is advisable to dilate the bladder neck with 
a Kollmann dilator at intervals over a period of several months 
after operation in order to guard against recontracture. 








J.A.M.A., Oct. 9, 1954 


MONILIA INFECTION OF THE GUMS 


To THE Epitor:—Please advise me about treatment o{ yeast 
. . ° ‘ d AS 
infection of gums. I have treated a patient one year with 

gentian violet, 1% solution. What other measures should 


I try? Maurice R. Williamson, M.D., Alton. I 


This inquiry was referred to three consultants whose respective 
replies follow—Eb. ; 


ANSWER.—The age of the patient, the clinical findings, o; the 
basis for the diagnosis of “yeast infection of the gums” are Not 
stated in the query. It would be unusual to find the lesions ofa 
monilial infection limited to the gingival tissues. It should be 
first ascertained that there are no sources of traumatic irritation 
that might predispose to a chronic gingivitis. These might include 
trauma to the gingival tissues resulting from calculus, inadequate 
denta! restorations, malposed teeth, or occlusal overfunction. 
Improper oral hygiene habits may also be a predisposing cause 
The above conditions, if present, should be checked and co;. 
rected by the patient's dentist. If the yeast infection still persisis 
the topical application of 10% aqueous sodium caprylate soly. 
tion may be effective. 


ANSWER.—It is assumed that the case in reference is associ. 
ated with Monilia. Monilia infection of the gums primarily js 
extremely rare. Mostly the oral moniliosis is associated with 
generalized moniliosis. In many cases of generalized moniliosis 
some debilitating preexisting disease is present. There is no 
recommended treatment of any value. Gentian violet appears to 
minimize secondary infection. In all cases of a chronic nature, 
a thorough search for systemic disease must be made. 


ANSWER.—In view of the length of time for which the con- 
dition has been resistant to a form of treatment that usually 
brings about remission in one or two weeks, diagnostic tests 
should be repeated to determine whether this is a case of 
moniliasis. For the treatment of moniliasis, authorities in the 
field of oral medicine recommend topical application of 1% 
gentian violet solution three times a day after meals. The cor- 
respondent did not indicate whether this schedule was followed. 
Other forms of therapy that have been reported to be beneficial 
in some cases include x-ray and ultraviolet irradiation, a high 
vitamin diet reinforced with vitamin A up to 150,000 units daily, 
massive doses (100,000 units daily) of calciferol, and saturated 
solution of potassium iodide up to 20 drops thrice daily. “Shot- 
gun” vitamin therapy, however, has no scientifically sound 
basis, and prolonged administration of large doses of vitamins 
A and D. is not without hazard from hypervitaminosis. Radi- 
ation should not be resorted to unless all other methods fail. If 
the lesions are sponged with a 10% solution of sodium sulfite, 
the fungus may more readily be scraped off; care should be 
taken to avoid bleeding during this procedure. Application of 
gentian violet solution may then be undertaken thrice daily after 
meals. Propionate or caprylate preparations are of value in the 
control of vaginal moniliasis, and they might be used in the 
present case on a trial basis before drastic measures are under- 
taken. 


THROMBOCYTOPENIA DURING PREGNANCY 


To tHE Epitor:—What precautions or prophylactic therapy 
should be followed to avoid untoward bleeding in a preg- 
nancy complicated with idiopathic thrombocytopenia without 


a palpable spleen? Leon Zussman, M.D., New York. 


This inquiry was referred to two consultants whose respec 
tive replies follow.—Eb. 


ANSWER.—There are no especial precautions or prophylactic 
methods that should be followed other than routine efforts 10 
improve the patient’s general health and to maintain the red 
blood cell count and hemoglobin at high levels. For the latter 
purpose adequate amounts of iron and folic acid must be used. 
Although there is no clear indication for vitamin B.2 and intrinsic 
liver factor, nevertheless a preparation containing these may be 
useful. Platelet counts should be followed carefully. So long 
a disease is in a chronic phase, the outlook is good. The serious 
possibilities appear to be (1) exacerbation of the disease, with 
the appearance of bleeding from the gums, hemorrhage from 
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testinal tract, and hematuria; (2) postpartum hemor- 
(3) congenital purpura in the baby, which may be 
ficiently severe to be fatal. Antepartum vaginal bleeding 
s to thrombocytopenic purpura is uncommon. 
7 there is acute exacerbation cortisone and corticotropin 
(ACTH) may be used as recommended for treatment of this 
sease. Should the indication arise, splenectomy may be per- 
formed irrespective of pregnancy; several such cases have been 
rted, with generally good results. Postpartum hemorrhage 
“ be expected in about 20% of such cases, and accordingly 
o should be overvigilant and should be particularly rigid in 
employing the routine measures for the prevention of this com- 
plication. In addition, it is desirable that a compatible donor 
be immediately available when the patient goes into labor, in 
order that fresh blood may be given either by a direct trans- 
fysion or by a plastic bag technique. 


the gastroin 
phage; and 


Answer.—A platelet count and a prothrombin consumption 
rest, i. e., Serum prothrombin assay, should be done at monthly 
intervals throughout the pregnancy. This should be done at 
intervals of every two weeks during the last six weeks before 
the term. It is quite possible that the hormonal influence of 
the fetus may stabilize the mother throughout the pregnancy. 
If these two tests show deviation from normal, the patient should 
be watched for bleeding, and, if such occurs, particularly pur- 
puric spots around the ankle, fresh, whole blood should be given 
in 250 to S00 mm. amounts and the result of this checked with 
platelet count and prothrombin consumption tests. If in the 
opinion of the attending physician cortisone or corticotropin 
(ACTH) is not contraindicated, administration of such drugs 
may tide the patient over a temporary period of difficulty. 


ANTIDOTE TO POISONING WITH BARIUM SALTS 
To THE Epiror:—As an antidote to poisoning with barium salts, 
magnesium sulfate and sodium sulfate administered orally 
have been recommended, It is very hard to find recommended 
dosages with these remedies, particularly for children. Usually 
the exact amount of the poison ingested will not be known 
to the physician, so he would like to administer the maximum 
safe amount. Sodium sulfate is safer than magnesium sulfate 
but is less likely to be available, while the latter is present 
in many homes as Epsom salt. Most texts state that mag- 
nesium sulfate used orally is ordinarily harmless, but they 
qualify this by mentioning that in occasional persons with 
poor excretory systems or exceptionably rapid absorption, 
toxic effects of the magnesium ion appear. Is there any rule 
by which one can assign maximum safe oral dosages of these 
two salts for persons of various ages and sizes? 
M.D., North Carolina. 


This inquiry was referred to two consultants whose respective 
replies follow. —Eb, 


ANSWER.—Either magnesium sulfate or sodium sulfate can 
be used for gastric lavage when barium salts have been ingested. 
A2to 5% solution of either one should be used; the lavage 
should be maintained until the return is clear. It would then be 
advisable to leave in the stomach either magnesium or sodium 
sulfate in a dose compatible with the size and age of the patient. 
A 25% solution of magnesium sulfate may be used for this 
purpose. It is extremely rare to see any undesirable effects from 
magnesium sulfate taken orally. In a possible rare case in which 
some depression may result from the magnesium ion, the ad- 
ministration of calcium ion will rather quickly correct the 
condition. 


_ ANswer.—The first step in the treatment of barium poison- 
ing is the administration of magnesium sulfate (Epsom salt) 
or of sodium sulfate (Glauber’s salt) in ample quantities of 
water. This should be followed by repeated gastric lavage with 
small quantities of water. After the lavage is completed an 
amount of magnesium sulfate, corresponding to the cathartic 
dose, should be left in the stomach. Further treatment is sympto- 
matic and supportive. Since magnesium sulfate is only absorbed 
Slowly from the gastrointestinal tract to the extent of 30 to 
40%, practically regardless of the dose, and rather promptly 
‘xcreted through the kidneys unless the renal function is im- 
peired, the possibility of toxic effects from its oral administra- 
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tion is quite remote. It is, therefore, not necessary to calculate 
the dose for children from that of adults according to one of 
the rules advocated for this purpose, especially since the ad- 
ministration of the sulfates has to be followed by gastric lavage 
and because children are comparatively tolerant to cathartics. 
The cathartic dose of magnesium sulfate for infants (excluding 
the first 3 months of life) is one knife tip, for children of 2 to 
5 years of age one-half teaspoon, and for those between 6 and 
12 years of age one teaspoon in one glass of water. In the 
treatment of barium poisoning these doses have to be consider- 
ably increased, especially since an overdose is much less harm- 
ful than an inadequate dose. There is no fixed rule according 
to which this dose can be calculated. 


PRECAUTIONS AGAINST INFECTIONS IN HOSPITALS 
To THE Epitor:—IJn regard to the revision of procedures for 
“infectious precautions” in our hospital, I would like to ask: 
1. What disease list should undergo “infectious precautions’? 
2. What procedures constitute infectious precautions? 
Raymond F. Sheely, M.D., Pennsylvania. 


ANSWER.—It is assumed that the inquiry refers to diseases 
transmitted by contact; hence, this list is submitted: 


Communicable Diseases 
Scarlet Fever Epidemic cerebral spinal meningitis 
Diphtheria Pneumonia 
Smallpox Influenza 
Measles Poliomyelitis 
Mumps Typhoid 
Chickenpox Venereal diseases: gonorrhea, 
Whooping cough syphilis (stages 1 and 2) 
Pulmonary tuberculosis Erysipelas 
Impetigo Puerperal septicemia 


Precautions Usually Taken 


. Isolation or segregation of patients. 
. Isolation technique—gowns, masks, gloves, scrubbing of hands, etc. 
. Aseptic precautions in all services rendered the patient. 
. Boiling of all utensils and dishes after use by patient. 
5. Destruction of all discharges from patient. 
. Scrubbing of hands after contact with patient. 


7. After patient has left hospital: 

a. Scrubbing of walls with soap and water 7 to 8 ft. from floor. 

. Washing of furniture with soap and water and antiseptic solu- 
tion. 

. Sterilization of mattress, pillow, and blankets by airing in sun- 
light. 

. Airing of the room well for 24 hours before admission of 
another patient. 


DIAGNOSIS OF PHEOCHROMOCYTOMA 


To THE Epitor:—Please discuss the value of urinary catechols 
in the diagnosis of pheochromocytoma. 
Jerome Robert Weinroth, M.D., New York. 


ANSWER.—Estimations of urinary catechol are the most 
specific indirect means of demonstrating the presence of func- 
tioning phedchromocytoma. Crude bioassay may be done, con- 
sisting in the injection of a few cubic centimeters of the patient's 
urine into an anesthetized dog or cat, comparison of the pressor 
effect with that of arterenol (Nor-Adrenaline), and demonstra- 
tion of the inhibition of the pressor effect of the urine by 
epinephrine-like drugs. The method of von Euler and Hellner 
(Acta physiol. scandinev. 22:161, 1951) is much more specific. 
In this test, urinary catechols are adsorbed on nascent aluminum 
hydroxide, and the eluted catechols are treated with iodine (von 
Euler and Hamberg: Acta physiol. scandinav. 19:74, 1949); 
iodine oxidizes epinephrine (Adrenalin) and arterenol to adreno- 
chrome at different rates, so that the test permits estimation of 
total catechol, which includes hydroxytyramine, and of the ratio 
of epinephrine to arterenol. The method is not very useful in 
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urines of normal catechol content, but its sensitivity is such as 
to permit quite accurate estimations in the presence of the large 
amounts of catechol excreted in pheochromocytoma (von Euler 
and Engel: Lancet 259:387, 1950). Goldenberg and others (Am. 
J. Med. 16:310, 1954) surveyed chemical screening methods for 
this diagnosis, demonstrated the accuracy, described the tech- 
nique of their method (fluorimetric analysis of the product of 
aluminum hydroxide adsorption from hydrolyzed urine), and 
showed that the large excretions found in pheochromocytoma 
contrast with the excretions found in normotension or in essen- 
tial hypertension. The method described by Raab and Gigee 
(Circulation 9:592, 1954) is simpler and presumably less specific. 
No data are given on outputs in pheochromocytoma, although 
they may be presumed to be greatly increased. Practically, the 
adrenochrome method of von Euler and Hellner, especially 
when confirmed by approximate bioassays of the extracts, should 
be more convenient than the complicated fluorimetric technique 
for those interested in diagnosing pheochromocytoma who have 
little interest in determining low excretion rates. 


ANTIBIOTICS AND SULFONAMIDES 

To THE Epitor:—/ would appreciate answers to the following 
questions applying to the average adult whose illness is not 
excessively severe. I. Is procaine penicillin in aqueous sus- 
pension (300,000 units) every other day adequate or should 
procaine penicillin in oil with aluminum monostearate be used 
if it is desired to give treatment only every other day? 2. 
Should either streptomycin or dihydrostreptomycin be used 
singly any more? In using the two combined is it better to 
give half the dose every 12 hours than the entire amount as 
one injection daily? 3. Is it as satisfactory to give chlor- 
tetracycline (Aureomycin), oxytetracycline (Terramycin), and 
tetracycline (Achromycin) four times a day or is it better 
to apportion these every six hours? 4. 1s it considered proper 
to give the sulfonamides four times a day or should these be 
given every four hours? M.D.., California. 


ANSWER.—1. Procaine penicillin, whether in water or in oil, 
with aluminum monostearate, given in a dosage of 300,000 
units every other day is not an adequate dose for use in the 
average adult patient whose illness is not excessively severe. 
It is generally believed that, if indicated, the minimal dose of 
penicillin in continuing illnesses is about 600,000 units per day. 
2. Current evidence indicates that equal mixtures of streptomy- 
cin and dihydrostreptomycin produce fewer toxic reactions than 
are seen when either antibiotic is used singly in comparable 
doses. It is impossible to answer whether it is “. . . better to give 
half the dose every 12 hours than the entire amount as one in- 
jection daily” unless one knows what disease the physician from 
California had in mind when he asked this question. 3. The 
tetracyclines may be given four times a day in illnesses of 
moderate severity, with doses at breakfast, lunch, dinner, and 
before bedtime rather than every six hours. For patients whose 
illnesses are more than moderately severe it is better to give 
the tetracyclines on a basis of every four hours around the 
clock. 4. When currently used sulfonamides are prescribed, 
these may be given on a basis of four times a day to persons who 
are moderately ill or less than moderately ill. In patients who 
are severely ill the dosage.schedule should be at intervals of 
four hours around the clock. 


ASPIRIN AND DIARRHEA 

To THE Epiror:—/ was surprised to observe the statement in 
a scientific medical journal that aspirin is useful in the treat- 
ment of diarrhea. Is there any scientific evidence to that 


effect? Paul E. Adolph, M.D., Chicago. 


ANSWER.—As far as known, there is nothing in the pharmaco- 
logical action of aspirin that might suggest it would be useful 
for diarrhea. Since diarrhea is always a symptom, it is con- 
ceivable that the mild analgesic action of aspirin might make 
certain patients more comfortable. It must be stated, however, 
that aspirin of itself is not therapeutically effective in combating 
diarrhea. 


JAMA. Oct. 9, 1954 


ACUTE CEREBRAL VASCULAR INSUFFICIENCY 
To THE Epitor:—A man in his 60's suffered from extended 
coronary thrombosis. After one week of complete constipg 
tion, one evening at about 10 p. m. he evacuated under hae 
strain a large, compact, dried-out fecal mass. At 6 q. m he 
awoke in distress, feeling drowsy, dizzy, vomiting violenth 
with severe dysarthria and fleeting paresthesias in the left sid 
of the lips and the left thumb. Examination disclosed pb 
nystagmus to the right side, severe dysarthria, paresis oa 
gross ataxia in right arm and leg, past pointing to the right 
and almost complete left-sided hemianopia. There were Be 
pathological reflexes. The diagnosis was multiple necrotic foc 
at various levels of the brain caused by acute anemia of the 
brain. During the following weeks the cerebral picture cleared 
up, except that about two months later a slight ataxia in the 
right hand and the hemianopia persisted. Can it be assumed 
that the cerebral picture was caused by the sudden emptying 
of the abdominal cavity? Could such anemia of the brain in 
a man with normal blood pressure be due to some oth ; 
cause? 


le 


ler 


M.D., New York. 


ANSWER.—Symptoms in this case apparently developed as 
result of acute cerebral vascular insufficiency (Putnam, Corday, 
Rothenberg, and Putnam: A. M. A. Arch. Neurol. & Psychiat 
69:551 [May] 1953). In a patient who already has severe vascular 
disease and has suffered a coronary thrombosis, straining {ol- 
lowed by suddenly decreased abdominal pressure may cause 
relative shock resulting in deficiency of cerebral blood supply. 
This man must have had more than one cerebral lesion, inasmuch 
as the ataxia on the right and the hemianopia on the left could 
not well be explained by a single lesion. There was undoubtedly 
a drop in blood pressure immediately following evacuation, The 
patient then went to sleep, and the symptoms developed during 
sleep. It is not possible to postulate the interval of time that 
would elapse prior to the development of symptoms. Cerebral 
thrombosis without acute vascular insufficiency could likewise 
account for symptoms of this type, although hardly for the 
simultaneous development of more than one vascular lesion, 


EPILEPSY 

To THE Epitor:—A man has been suffering since the age of 12 
from a convulsive disorder, diagnosed as typical idiopathic 
epilepsy. All known relatives of both the man and his wife 
are clinically healthy. Longing for a baby and following medi- 
cal advice, they had electroencephalograms taken. The electro- 
encephalogram of the husband showed the typical changes 
of epilepsy, and that of his parents, wife, and only brother 
were normal. The couple has a 1-year-old healthy child. Re- 
cently the electroencephalogram of the husband’s mother was 
reexamined and showed some abnormal dysrhythmic pattern. 
The wife is now in the beginning of the second pregnancy. 
What is the chance for the two children to get epilepsy, if 
(1) the electroencephalogram of all the examined relatives, 
including the husband’s mother, is normal and (2) the electro- 
encephalogram of the mother is really abnormal? Can the 
electroencephalogram of the first child give us definitive re- 
sults in connection to his future health? M.D., Cyprus. 


ANSWER.—The significance of brain wave abnormalities 
varies with their degree. In identical twins with epilepsy the 
correlation for high voltage seizure discharges is high, but the 
correlation for changes in basic frequency is low. The important 
consideration in this family is the epilepsy of the husband. 
Whether his relatives display abnormal brain waves is relatively 
unimportant. On the basis of the husband’s epilepsy, if he were 
an average epileptic, there would be perhaps one chance in 35 
that any given child would have one or more seizures and one 
chance in 70 that it would have chronic epilepsy. A person 
with epilepsy may have a normal record, and a person whose 
record displays seizure discharges may be free of seizure, S0 
that a recording of the first child would give only presumptive 
evidence regarding its future. Transmissible mental, physical, 
and personality traits of the parents are of more consequence 
than any transmitted tendency to seizures. 
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sCARLET FEVER CONTACTS 

To THE EDIT or:—The Massachusetts Department of Health has 
prescribed that scarlet fever contacts under 18 be quarantined 
jw “one week, or two days after the beginning of specific 
prophylactic treatment which must be continued for 3 addi- 
ional days.” What is adequate specific prophylactic treat- 
ment? Will sulfonamides suffice and, if so, at what dosage? 
What is the recommended dosage of penicillin, and by what 
route should it be administered? What would be the effect of 
one dose of 300,000 units of procaine penicillin given intra- 
muscularly in prophylaxis? M.D., Massachusetts. 


,nswer.—If cultures from nose and throat on blood agar 
slates proved to be negative for hemolytic streptococci, there 
should be no necessity for quarantining contacts. A Dick test 
might also be of value. There is no method of immunization 
against streptococcic infections. If the contacts had positive cul- 
tures for hemolytic streptococci any form of therapy invoked 
hat was followed by elimination of streptococci must be con- 
dered adequate. At one time some authorities designated blood 
yar plate cultures that showed fewer than 10 colonies of 
hemolytic streptococci negative. Sulfonamides are not depend- 
ible as a prophylactic, and penicillin when given parenterally is 
sot always effective for the purpose of eradicating organisms 
fom the respiratory passages. Penicillin lozenges slowly dis- 
wlved in the mouth several times daily may be more beneficial 
in freeing or keeping the oral cavity free from streptococci. 
There are marked variations in the length of time that strepio- 
cocci persist in the nose and throat whether with or without 
medication. At present, with the mild type of scarlet fever that 
prevails, the infectivity period seems to be unusually brief. If the 
contact harbored hemolytic streptococci, a dose of 300,000 units 
of procaine penicillin administered intramuscularly should be of 
distinct value in suppressing clinical scarlet fever. 


SKIN IRRITATION FROM ADHESIVE TAPE 


To THE Eprror:—When a person suffers “burns” from the use 
of adhesive tape, what is the substance usually responsible and 
what substitute could be used? 

Gertrude M. Shults, M.D., Lakemont, N. Y. 


AnsweR.—Adhesive tape or plaster causes skin irritations 
based on three principal mechanisms: (1) primary irritation; 
(2) occlusion, maceration, and infection; and (3) allergic sensi- 
tization. The first two are the common mechanisms; the third, 
although the basis of the most severe forms, is a rare occurrence 
affecting only a very small number of those exposed. It is com- 
mon for the first two to be combined, and occasionally the 
allergic reaction is combined with the others. The chemicals 
usually to blame both for the irritation and for allergic sensiti- 
zation are numerous, acting either in concert or separately. 
However, the most commonly responsible chemicals are those 
of the natural Jatex rubber mass that forms the principal in- 
gredient of the sticky material in most tapes. Prominent among 
the causal agents are the pitches and resins, such as Burgundy 
pitch and terpenes. In addition, the man-made adjuvants some- 
limes have a part, e. g., monobenzoyl ester of hydroquinone 
or hexamethylenetetramine (Urotropin). The maceration and 
infection that occurs under adhesive may be somewhat like 
prickly heat and closely akin to other forms of sweat gland plug- 
ging. Unfortunately no good substitute and no satisfactory way 
of preventing irritations from adhesive tape have yet been dis- 
covered, despite many attempts. However, in a given person 
certain brands of adhesive may prove less irritating than others. 
When circumstances permit, a 24 to 48 hour pretrial by appli- 
cation of small patches of the available brands may enable the 
eection of the least irritating. Protective applications to the 
‘kin of tincture of benzoin and other agents have been recom- 
mended preceding the application of the tape. Adjuvants of 
antibiotics and antifungal agents might be of some use in reduc- 
ing the infection. It is doubtful whether the occlusive effects and 
the irritant and allergenic action of adhesive tape can be regu- 
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larly, wholly, or substantially reduced by any method known 
today. New experimental approaches including the possible pre- 
ceding use of silicone-containing protectives might prove helpful. 


PSYCHOTIC EPISODE WITH CARDIAC INFARCTION 


To THE Epiror:—/n THE JouRNAL, June 26, 1954, page 876, 
there was a query about the cause of an acute psychotic epi- 
sode precipitating three days after the disappearance of shock 
and fever in a patient with an acute anterior wall infarction. 
One consultant suggests the possibility of a cerebral throm- 
bosis, and the second comments that the medication could 
not be responsible. It is interesting that both consultants and 
the referring physician appear to have limited their specula- 
tions to the “organic” aspects of the problem. However, it 
should be evident that a heart attack is not merely a problem 
in physiology but also a severe emotional trauma and threat 
to the person. In a general hospital one observes, not too 
rarely, psychoses precipitated by surgery or maiming acci- 
dent, the psychosis representing in effect an extreme defense 
reaction against the emotional trauma effected by the mutila- 
tion. Usually these episodes occur in persons in whom the 
emotional concept of physical integrity constitutes a major 
defense against anxiety. Typically these persons are prone to 
try to minimize ordinary illness and are characterized by ten- 
sion and compulsive character traits. Another group that may 
tend to become psychotic after a threat to body integrity is 
the group of borderline schizophrenics. Although psychosis 
following uncomplicated cardiac infarction is not common, I 
have observed such acute psychotic episodes twice. In each 
instance the psychosis was clearly not an organic one and 
could be related to the breakdown, by the threat of the cardiac 
episode, of a major defense against long-standing, severe, 
hidden anxiety. 

Mortimer F. Shapiro, M.D. 
960 Park Ave., New York. 


To THE Epitor:—/ wish to take issue with the statement of your 
consultant in THE JOURNAL, June 26, 1954, page 876, in which 
he claims that “psychotic symptoms as the result of an infarct 
of the heart” would usually indicate a concomitant occlusion 
of a cerebral artery. Two entirely different mechanisms are 
involved in the early and in the late (or rather delayed) cere- 
bral manifestations of cardiac infarction, viz.: while the de- 
layed hemiplegias, aphasias, etc., are usually due to embo- 
lisms arising in the heart or thrombosis in situ in miopragic 
cerebral arteries in bedridden patients, the pathogenesis of 
the early cerebral complications seems to be quite distinct 
in nature. Indeed, an editorial in Lancet (1:652, 1952) de- 
scribes a hemiplegia without anatomic cause in a fatal case 
of myocardial infarction: the cerebral vessels were apparently 
normal, Thus, more light is thrown on the interesting sugges- 
tions of Bean, Cole, and Sugarman, etc., concerning the im- 
portance of underlying coronary pathology in several similar 
cases. What is more, a recent article by R. Valdivieso and 
others on this subject (Bol. Soc. Chil. cardiol. 1:47, 1953) calls 
attention to the frequency of this kind of cerebral manifesta- 
tions and confirms my old belief in the fact that many a 
“cerebrovascular accident” is probably only an epiphenomenon 
in a coronary catastrophe—due not to embolism but to ische- 
mia caused by the shock, just as an analogous phenomenon 
causes in the kidney what Fishberg brilliantiy named prerenal 
uremia—with the obvious difference that the ultrasensitive 
brain tissue can hardly withstand an unduly prolonged 
anoxemic assault—thus transforming the “precerebral” dis- 
order into a “cerebral” one unless the impact of the cardiac 
shock is promptly dealt with (the kidney, too, presents a 
similar, albeit more delayed, reaction). This distinction is 
not of a purely academic order nor of interest exclusively in 
the morgue. As Valdivieso points out, in some cases of ap- 
parently “primary” cerebral disaster, a routine electrocardio- 
gram could show the “real cause” to be a coronary thrombosis; 
its prompt treatment could be of paramount importance in 
saving some victims of coronary disasters from a permanent 
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hemiplegia, aphasia, or other sequelae of encephalomalacia. 
I wish to add, however, that the converse also happens: a 
severe cerebrovascular accident, through the mechanism of 
extreme stress or otherwise (“reflexly”?), may precipitate a 
coronary thrombosis in a miopragic vessel. 


Mardoqueo I. Salomon, M:D, 
1450 Bryant Ave., Bronx 59, N. Y. 


STERILIZATION FOLLOWING MASTECTOMY 
FOR CANCER 


To THE Epitor:—/n THE JourRNAL, July 3, 1954, page 950, the 
question is posed whether oophorectomy is indicated in a 
woman of 32 who had a radical mastectomy for adenocar- 
cinoma two weeks after discovering a lump in her breast. 
Metastatic carcinoma was discovered<in one Of 32 axillary 


lymph nodes. In the reply, surgical castration is categorically | 


recommended. There is much to be said against oophorectomy 
under these conditions. Castration has its ptage-in the man- 
agement of mammary cancer, but its effect-is palliativected 
not curative. The patient-in question had an operable le ion 
that offers a reasonably good prospect of surgical cure. Wer- 
ren and Tompkins (Surg., Gynec. & Obst. 76:327, 1943) fond 
that 50% of their patients with metastatic involvement of 
less than half the axillary lymph nodes were living and well 
5 to 13 years after radical mastectomy. In a patient with 


metastasis to only one of 32 axillary nodes the prospects of . 


cure should be something better than 50%. The objective of 
curative surgery is to restore a patient to health with no more 
than the necessary sacrifice of structure and function. If there 
were good evidence here, which there is not, that early 
oophorectomy would substantially increase likelihood of cure, 
then it should be performed. This patient, however, can ex- 
pect no benefit from castration unless it is assumed that the 
mastectomy was a failure and residual carcinoma remains in 
her body. Even then any benefit would be transient, only 
palliative, and highly unpredictable. There is little evidence 
that the procedure prevents recurrence or is less effective 
if postponed until recurrence is demonstrable. It is thus diffi- 
cult to understand why this young woman, who has an even 
chance of being free of cancer, should be rushed into a muti- 
lating operation that she may never need. There is also a 
theoretical contraindication to oophorectomy. It is true that, 
in some premenopausal women with inoperable metastatic or 
recurrent carcinoma of the breast, castration produces dra- 
matic palliation lasting for several months or even years. It 
is also true that the beneficial effect is limited in time and 
sooner or later is lost. M_st physicians prefer to withhold 
such treatment until there is definite evidence of tumor so 
as not to exhaust the full palliative effect during a time when 
no palliation is required. This subject is sufficiently contro- 
versial to permit hones’ differences of opinion. However, 
in the light of the facts that are known, routine castration 
of young women with operable carcinoma of the breast does 
not seem justified. 

Charles E. Dunlap, M.D. 

Tulane University of Louisiana 

Department of Pathology 

1430 Tulane Ave., New Orleans 12. 


PREMATURE EJACULATION 


To THE Epitor:—The answer to the query on premature ejacu- 
lation in THE JourNAL, July 24, 1954, page 1195, states that 
“the principal mechanism that sets off the phenomenon of 
ejaculatio praecox is hyperemia of the verumontanum.” 
Schapiro (Premature Ejaculation: Review of 1,130 Cases, 
J. Urol. 50:374-379, 1943) reported that an estimated 7% 
showed evidence of inflammation of the verumontanum. I am 
convinced that the actual percentage is much less and that 
the proportion of cases of premature ejaculation to cases of 
“erosion of that area” would be extremely small. The 
vast majority of sufferers never have a cystoscopic exami- 
nation, After seven years of clinical research in the diagnosis 
and treatment of premature ejaculation, I have concluded that 
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there are two types of sufferers: (1) the sthenic, mad 
the most part of quite virile persons, usually in ;), 
or lower middle-aged group, who attain erection \, ithout diff 
culty, are eager and impatient, have supersensitiveness of a 
glans penis, and can be successfully treated wit}; Gitte 
application of 1 to 5% dibucaine (Nupercaine) hydrochlora, 
ointment, and (2) the asthenic type, upper middle-aged 
older, made up of men who have already failed Sinieth 
because they have much difficulty of erection and who nee 
treatment for this form of impotence. In the latter ero) *s 
anesthetic ointment is of no avail. Procaine hydrox hloride 7 
suggested in the. reply, would be worthless because this i 
similar anesthetics are not adapted for this Purpose, 
experience no local anesthetic compares favorably it} 
caine as a treatment for premature ejaculation. 

When the B. N. A. was adopted in 1895, verumontanum 
was dropped. The correct anatomical name now is collicyy, 
Seminalis. By whatever name it is called, there are fey in. 
stances in which it requires the topical application of si) 
nitrate. 
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G. Lombard Kelly, M.D. 
Augusta, Ga. 


ANGINA PECTORIS 


To tHE Epiror:—The reply to the query on the use of penta. 
erythritol (Peritrate) tetranitrate in angina pectoris in Tyg 
Journal, July 17, 1954, page 1122, stated that an occasiona 
patient with angina pectoris may benefit clinically when the 
drug is given in doses of 10 to 20 mg. orally three or four 
times daily. Inasmuch as placebo medication may benefit an 
“occasional” patient, the conclusion to be drawn from the 
preceding statement is that pentaerythritol tetranitrate is q 
relatively inert drug. This false impression should be corrected. 
When objective evaluation of various vasodilator drugs was 
carried out by means of the Master two-step test, it was found 
that in two-thirds of the patients with coronary disease penta- 
erythritol tetranitrate prevented or favorably modified th 
anoxic changes seen in the control electrocardiograms re- 
corded afier exercise (J. A. M. A. 153:207 [Sept. 19} 1953), 
Only tests with glyceryl trinitrate showed comparable exercis 
response. Moreover, of the agents tested, pentaerythritol 
tetranitrate appeared to be the most effective drug for pro- 
longed prophylactic therapy in angina pectoris. Its favorable 
effect on the electrocardiographic response to measured exer- 
cise could be elicited as long as four to five hours after its 
administration. Such evidence, therefore, should not be dis- 
missed lightly, since it is based not on the illusory, subjective 
criteria of “pain” and “nitroglycerine requirements” but on 
objective electrocardiographic measurements, which remain 
uninfluenced by personal bias. 


Henry 1. Russek, M.D. 
176 Hart Blvd., Staten Island, N.Y. 


AFTER-IMAGES IN COLOR-BLIND PERSONS 


To THE Eprror:—Jn Tue Journat for June 12, 1954, page 708, 
Dr. Frank J. Pirone asks if there is general agreement on the 
cause of after-images and if the localization is in the eye or 
brain. The answer given is: “It has been demonstrated that 
after-images are retinal and not cortical.” How, then, does 
one explain the following phenomenon? If one closes one eye 
and fixes the vision of the other on a black and white object 
for some 60 seconds, the negative after-image soon appears 
on opening the closed eye while closing the seeing eye. Here, 
there could be no interaction of rods and cones in the after- 
sensations; thus, this visual phenomenon could be cortical and 
not retinal. Not all persons making this visual test perceive 
an after-image, and some observe it in one eye and not the 
other. After-images are actually optical illusions, as they may 
be perceived even when the eyes are closed. 


R. de R. Barondes, M.D. 
Veterans Administration 
1380 Sepulveda Blvd., Los Angeles 25. 
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